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HOSPITAL READJUSTMENT 


HE TRANSITION from prosperity’s peak to present economic levels has 

been too rapid to permit our hospitals to readjust their affairs to 

meet existing conditions satisfactorily. Adjustments necessary to 
keep operating deficits at the lowest possible figures have suggested pro- 
grams of expediency rather than permanent policies. 

They have been increasingly difficult because of the unexpectedly large 
shift of patients, who formerly paid in part or in full for their hospital 
care, to a non-paying basis. A constant of 40 per cent or more of all 
patients in all our hospitals contribute nothing to the support of our 
institutions. 

In their efforts to discharge their obligations in the care of their com- 
munity’s sick and at the same time maintain efficient standards of hospital 
care, the hospitals have benefited by the descending prices of food and 
other commodities and a greatly reduced salary scale. It is improbable 
that these particular benefits will long continue. Both the price of 
commodities and the wage scale must inevitably increase. The adjustments 
which hospitals have attempted, through a reduction in rates charged, in 
the number of people on the payroll, in salaries, and in other material 
ways, may meet in part the present requirements but cannot be used as 
a basis for a permanent program. Our hospitals must look to more sub- 
stantial and continuing measures for maintaining reduced expenditures and 
balancing diminished budgets. 

In their process of development our hospitals have departed appreciably 
from the cardinal purpose for which they were established, that is, the 
care of the patient. It is rather staggering, when we think of it, that less 
than 30 per cent of the space in our hospitals is assigned to the care of 
our patients, and more than 70 per cent to ancillary services—that less 
than 50 per cent of the time and effort of our professional, administrative, 
nursing, and operating personnel is consecrated to the care of the patient, 
and more than 50 per cent is appropriated to the maintenance of desirable 
but not essential hospital functions. 

The signs seem positive that conditions are being stabilized. Hospitals 
are reporting an increasing bed occupancy. Community support is more 
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apparent. Benefactions, although largely reduced, are not being made for 
the purpose of building new hospitals. The majority of those reported 
are without restrictions so far as the manner in which the principal or 
income derived may be used is concerned. The public is becoming greatly 
interested in placing, in some acceptable manner, the support of our hos- 
pitals on a sound financial basis. 

Hospital operation is in the process of reconstruction. Sound reasons, 
based less upon expediency and more upon permanent policy, should govern 
every move in their programs for readjustment. The lessons of the past 
should not be forgotten; the mistakes that have been made must not be 
repeated. Ill-advised experiments, attractive enough under existing con- 
ditions, should not be undertaken. The work of building up what eco- 
nomic reverses have torn down will be slow, but the results will be secure, 
and our hospitals will be in a better position to weather financial storms 
than ever before in their history. 


— = 
“1° 


ARE WE OVER-HOSPITALIZED? 


F PARTICULAR INTEREST to the hospital field is the information 

incorporated in the hospital number of the Journal of the Ameri- 

can Medical Association (March 25, 1933) on “Hospital Service 
in the United States.” This annual census of hospitals, undertaken each 
year by the Council on Medical Education and Hospitals, corresponds to 
the calendar year 1932. The census showed a remarkable shift of patron- 
age from the voluntary hospitals to those supported by taxation, but an 
increased volume of work done by all hospitals over 1931. 

The total number of beds in the 6,562 registered hospitals was ovet 
1,000,000, of which 378,000 were in the voluntary hospitals and 676,000 
were in Government-owned and tax-supported hospitals. The total num- 
ber of patients admitted to all hospitals during 1932 was 7,228,151, of 
which the 4,758 voluntary hospitals, with 378,000 beds, admitted 5,178,598. 
The Government-owned and tax-supported hospitals, with 676,000 beds, 
admitted 2,049,553. In the tax-supported hospitals there was an average 
of 69,199 vacant beds for the year and in the voluntary hospitals 136,710 
unoccupied beds, a total of 205,909 idle beds, or an average for all hospitals 
of more than 20 per cent of the total beds unoccupied. There was a 
constant average occupancy for all hospitals of 808,445 patients. 

Of particular significance is the increasing number of births in hospitals. 
In 1932 there were 710,884. 

The general hospitals of the country, including tax-supported, as dis- 
tinguished from the custodial and special hospitals such as the hospitals 
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for nervous and mental diseases, tuberculosis sanatoria, etc., admitted 
6,303,573 patients out of a total of 7,228,151. 

With a coristant average of over 200,000 idle beds during the year, the 
Journal of the American Medical Association concludes in an editorial that 
we are over-hospitalized. We are not prepared to admit that there are 
more hospital beds in the country than the normal needs of the population 
require. 

If we are to take the number of unoccupied beds in our hospitals as a 
criterion that this country is over-hospitalized, to quite the same degree 
we must admit that the country is vastly over-medicalized if we are to 
judge the medical needs of our population by the index of employment of 
physicians throughout the country. We would rather believe that the 
exigencies of the times prevent the desired patronage of both our hospitals 
and the medical profession, rather than suggest that in average times there 
is an over-supply of good hospitals or too large a number of good 
physicians. 

An interesting commentary is the report of New York’s hospitals under 
date of March 30: 

“Overcrowding unprecedented in the history of the city’s hospitals is 
occurring at the present time, as a result of conditions brought about by 
the depression. 

“This is revealed by reports of the department of hospitals which show 
that the average daily census has risen from 14,093 in 1929 to more than 
18,400 at the present time.” 

“The conclusion that the United States has become ‘vastly over- 
hospitalized’ is a statement that lends itself to scrutiny,” says the Detroit 
Fress Press editorially. ‘How many of these 200,000 beds are unoccupied 
today because there really is not need for them, and how many are vacant 
because people who are ill and ought to have hospital care haven’t any 
money and are obliged to get along with whatever attention they can secure 
in their homes and from charitably minded physicians? And happily most 
physicians are charitably minded. 

‘People of small means in fragile or ill health are not those who are 
suffering least from a situation which is keeping between 10,000,000 and 
12,000,000 people in forced idleness.” 


o— 
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ECONOMY MUST NOT RISE ABOVE THE NEEDS OF THE 
PEOPLE 


HE JOINT Legislative Finance Investigation Committee of the state of 

Pennsylvania has recommended the closing of two of the state’s most 

useful hospitals, the State Hospital at Coaldale and the State Hospital 
at Shamokin. Their closing was recommended by the committee as a 
matter of economy. 

No institution of similar size in the state has a longer record of profes- 
sional and administrative achievement than these two institutions. From 
the day of their establishment until the present they have served the people 
of Pennsylvania’s mining section in a manner that has met with the com- 
mendation of the public. They have been ably administered, and the pro- 
fessional merit of their work has been recognized wherever it has come 
to the attention of medical men. 

They are situated in industrial communities where accidents are com- 
mon, and distant from other hospitals. If these two institutions were 
closed, no adequate provision would be made for the sick and injured in 
these mining districts. 

Under the wise and able administration of Dr. E. E. Shifferstine at 
Coaldale and Dr. George W. Reese at Shamokin, two of the best known 
hospital administrators and surgeons in Pennsylvania, these institutions 
have discharged every responsibility which their communities and their 
patients have imposed upon them. 

These times are especially difficult and make necessary the institution 
of measures of the strictest economy, but no situation other: than state 
bankruptcy could possibly justify the closing of either of these two fine 
institutions. Under no circumstances should the effort to economize in 
state funds rise above the needs of the people. To deprive these com- 
munities of their hospitals would be little less criminal than to close their 
schools and churches. 


2%, 
fe 


THE SIGNIFICANCE OF NATIONAL HOSPITAL DAY 


VERY YEAR for the past twelve years on National Hospital Day a 

united effort has been made to bring before the public facts about 

our hospitals. [very year the movement has gathered more momen- 

tum and every year more hospitals have participated in and have been 
benefited by the movement. 

This year the outlook for hospitals has been challenged. Great social 

forces have brought them face to face with the fact that they are operating 

in a world of unceasing change. Since progress is made only through 
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struggle, the ideals which have been fought for for so many years and 
paid for with a great price must not be permitted to perish. It may seem 
to you that your effort in the observance of National Hospital Day is not 
important. That is a great mistake. Your effort means everything. 
There are in the United States and Canada over seven thousand hospitals 
in which there are employed over one million people. If these people 
alone were to observe the day much good could be done for hospitals. 

This year has been a difficult one for all hospitals, especially those that 
have been forced to carry charity beyond the breaking point. This year 
of all years National Hospital Day should be observed with reverence. 
It is an obligation due to the thousands of people who have contributed to 
the care of the sick and to those who have brought scientific medicine to 
the highest point. 

Hospitals need continued public support. There is no need for elaborate 
programs but the public must be told of the conditions with which hospitals 
are confronted. These facts can be made known through public speakers, 
radios, newspapers, and magazines. 

A powerful medium through which much can be accomplished is the 
women’s auxiliary. These auxiliaries are not confined to hospitals alone. 
Many of the medical societies throughout the country have formed such 
organizations. All of these women are vitally interested in hospitals and 
are willing to contribute their efforts to their local communities. 

On this day every hospital should display its national flag. National 
Hospital Day should be fittingly observed by every hospital on this 
continent. 
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Meeting the Present Hospital Crisis’ 


D. E. RUGGLES 


Boston, Massachusetts 


HE SHEEP took the money, and put it away into a box: then she 
said, ‘I never put things into people’s hands—that would never do— 
you must get it for yourself.’ ”’ 

Such was Alice’s attitude in Through the Looking Glass and nothing 
could present a clearer picture of the attitude that is emerging between 
hospitals and their benefactors. During this depression many hospitals 
are finding it more and more difficult to balance their budgets and maintain 
their standard of service and efficiency. The respective communities ex- 
pect the hospitals to keep abreast with the time in facilities and modern 
equipment although it is also expected that charges shall be kept to a 
reasonable basis. 

The proportion of free service has increased ; income from endowments, 
philanthropic sources, and community chest funds have been reduced to 
levels that are both serious and threatening. Hospitals can no longer look 
with confidence to the rich and well-to-do to make up their deficits and 
balance their budgets, neither can this situation be met by reducing ex- 
penses to square accounts, without seriously affecting the service. 

In considering the economic factor of any problem, we are concerned 
with two fundamental conditions : 


1. The cost of production. 
2. The purchasing power of the people. 

The majority of people have no direct concern with most of the mis- 
fortunes of life—with poverty, with penal institutions, with broken homes 

but everyone sooner or later meets the problem of accident and disease, 
the common misfortune of us all. Sickness and impairment constitute a 
problem so large as to touch every individual life and so important in our 
political life as to be a matter of real concern to everyone who has risen 
to the level of citizenship. 

The average individual, between the cradle and the grave, spends one- 
fortieth of his time in bed, because of incapacitating illness. One-fortieth 
of the population is constantly ill to the extent of being bedridden. Ex- 
tensive and reliable studies indicate that where there is one person in- 
capacitated, there are at least two physically impaired to the extent of 
from 10 to 50 per cent of their efficiency, which is to say that for every 
1,000 people there are fifty who suffer from prevalent chronic diseases 





‘Read before the New England Hospital Association, Boston, February 17. 
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which completely incapacitate for but a small part of their duration, such 
as tuberculosis, cancer, heart disease, etc. 

In 1927, the cost to the people of the United States for all forms of 
medical care was approximately $2,560,000,000, and by 1929, only two 
years later, this amount had increased to over $3,500,000,000. 

Any service which costs as much as medical care and is so absolutely 
essential to both individual and national prosperity and happiness raises 
at once the question of the ability of the people to pay for it. 

There is a great disparity between the average cost of medical care of 
American families and the actual cost and ability to pay in each individual 
case. The extent of the disparity may be measured to some extent by 
the percentage of people who are able— 

(1) to pay in full, 
(2) to pay in part, 
(3) to pay nothing for medical care. 

The United States Bureau of Census, in a study of “Hospitals and 
Dispensaries” for the year 1923, shows: 

49.7% of patients in general hospitals pay in full. 
19.3% of patients in general hospitals pay in part. 
31.0% of patients in general hospitals pay nothing. 

Compared with these institutional payments for the care of the sick, we 

have no such reliable data as to the percentage of people who 

pay in full, 

pay in part, or 

pay nothing 
for the services of physicians. It is reasonable to suppose that if we had 
such data we would find about the same pecuniary relation of patient 
to physician as we have of patient to hospital. Therefore, it is safe to 
assume that in normal times, 

50 per cent of patients pay their physicians in full, 

20 per cent of patients pay their physicians in part, 

30 per cent of patients pay their physicians nothing. 

The gap between the costs of medical care and purchasing power is not 
entirely due to the difference between the cost of service and the ability 
to pay for it. There is another factor, which is of grave importance. 
The expenses of being sick are unanticipated, appearing at unforeseen 
and irregular times, and are not like the expenses for food, clothing, 
shelter, etc., which appear regularly and are paid for in monthly accounts. 

For a large percentage of families, at least the percentage whose in- 
comes are $1,200 or under, the financial burden of sickness is one of two 
things— 
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(1) medical charity, 
(2) financial tragedy. 

Medical expenditures constitute a relatively small item in the family 
economy on the average, but they are so unevenly distributed as to mount 
up to very large sums in individual instances. 

In the study of a hospital, which represents a typical example, 982 
patients paid an average of $59.37. There were, however, sixteen in- 
dividuals whose bills amounted to $300 or over and two who paid $1,000 
or over. In fact, 51.7 per cent of all money received by this hospital 
from the 982 patients came from one-sixth, or 17 per cent, of the group. 
Such individual experiences are what work the hardships. 

According to the U. S. Bureau of Labor Statistics (1929), medical 
costs, which include doctor, medicine, hospital, nurse, dentist, oculist, 
evlasses, etc., came to about- 

1/4 of clothing, 
1/4 to 1/6 of housing, 
1/7 to 1/10 of food. 

In two of those cities studied, medical costs averaged less than heat and 
light. Ixpenditures for medical and allied services are thus seen to con- 
stitute a significant proportion of the budgets of families even when they 
are spread so as to get the benefit of an average. 

Evans Clark, director of the Twentieth Century Fund, Inc., in his new 
hook, How to Budget Health, states that illnesses which are severe enough 
for hospital treatment, even though they are relatively infrequent, cause 
the American people a greatly disproportioned burden of expense, and 
the Committee on the Costs of Medical Care figures show that hospitalized 
illness consumes about 50 per cent of the total medical bill, even though 
it occurs in less than 15 per cent of the total sickness reported. 

With such facts before us, we can readily see that hospital bills do, in 
many instances, represent amounts where payment imposes real hardships 
upon individuals, and some plan or method should be evolved whereby 
such costs will be spread over great numbers and be borne by the for- 
tunate and unfortunate alike, and thereby lower the load for all. 

The underlying principle of insurance of all kinds is the pooling of 
interests through the payment of small sums at regular intervals by 
sufficiently large groups of people as to enable all to enjoy, at a low fixed 
cost, coOperative protection sufficient to cover whatever future losses may 
come to any of the members. 

(ne may never have a fire, and it has been estimated that on an aver- 
age only one fire policy out of about 1,260 results in a claim. One is not 
likely to have a burglary or run down a pedestrian, but one is not willing 
to do without protection, and rightfully so. If one uses the same rational 
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judgment and business sense, how can one fail to see and appreciate the 
crying need for protection against the lurking uncertainty and paralyzing 
financial effects of hospital bills, when the Committee on the Costs of 
Medical Care discloses the fact that one family in five and one person in 
seventeen requires hospital care within a year. 

When the capital investment in equipment, maintenance, and the oper- 
ating costs of the hospitals is considered, as well as the skill of the service 
staffs, the average charge to patients no doubt seems reasonable. Even 
so, when such charges come unexpectedly and at inopportune times, and 
the whole expense in each individual case must be paid by the patient, it 
is expensive indeed, and in a high percentage of cases represents a real 
hardship. 

In commercial lines, we think of mass production as a prime requisite 
to low cost to the consumer, but in order to employ mass production, 
broader distribution must be had. We hear and read much of over- 
production in different commodities, such as grain, food, clothing, and a 
great many others that might be mentioned. However, if the production 
is not in excess of what is required for human needs and at prices people 
can afford to pay, then it is not so much a case of overproduction as it is 
a matter of poor and inadequate distribution. There can be but two 
logical solutions in all such cases: 

1. Curtail production. 
2. Develop adequate methods of distribution. 

Hospitals are not manufacturing or dealing in merchandise or material 
products, but are engaged in supplying a high type of personal service, 
relieving pain and suffering, nursing people back to health and prolonging 
human life, a high and noble calling indeed. The hospitals may rightly be 
called the workshops of the doctors, supplied as they are with the most 
modern technical equipment, so that the doctors may, with the able assist- 
ance of the interns and nursing staff, ply their knowledge and skill for the 
physical relief and betterment of mankind. 

The non-governmental hospitals are in the throes of a real crisis. The 
report of the Committee on the Costs of Medical Care disclosed the fact 
that in 1927 an average of 65 per cent of their beds were occupied, and 
62 per cent in 1931. Philanthropic and community sources can no longer 
make a liberal response to the call for funds to make up the deficits and 
balance the budgets. Expenses cannot be reduced materially without a 
lowering of the standard of service, and there is no way of passing any 
sizable portion of the cost of free service to patients of the more fortunate 
class. 

At this juncture one might ask whether or not we have an overproduc- 
tion in hospital facilities, although it has been estimated by reliable sources 
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that a surprisingly large percentage of illness in this country goes un- 
attended by a physician, and approximately only 46 per cent of all illness 
receives medical attention. 

It follows logically that if we have an overproduction of hospital facili- 
ties to meet the needs of our people, they should be reduced, and thereby 
reduce operating expenses and lighten or eliminate the call for additional 
funds to balance the budgets, or if our hospital facilities are not greater 
than our needs, by the same application of common reason, it is plainly 
seen that a better and broader method of distribution of hospital service 
must be found, otherwise the problem will remain unsolved. 

The claim might be made that since hospitals are service institutions, 
and are not dealing in commodities, they cannot logically be compared 
with commercial concerns or their governing principles. However, pro- 
duction and distribution is of no greater importance in commercial busi- 
ness than the relation of service facilities to distribution in hospital work. 

As much as life insurance, accident and health insurance, fire insurance, 
and other types of personal protection are needed, the companies do not 
wait for the people to come in and buy the protection as and when they 
need it, and there would be very little insurance of any kind purchased on 
that basis of operation. All insurance companies have found it necessary 
to develop and maintain sales departments, composed of highly trained 
and efficient salesmen, directed by sales executives with seasoned ex- 
perience and judgment, to sell their respective lines of insurance, and by 
this method only has it been found possible to distribute anything like the 
amount of protection the people need. By the wide distribution and 
spread of the risks, they obtain reliable actuarial experience, so they can 
sell their insurance at premiums so low that practically all eligible persons 
can afford to buy the protection. , 

This same principle is just as applicable to hospitalization as it is to 
any other type of personal protection, and the value of such service and 
the chances that it will be needed are so much greater than in the case of 
practically all other kinds of service supplied by insurance that there is 
scarcely a comparison. 

As matters stand now, the hospitals are in a unique position, if they 
will only embrace the opportunity. From my study and research on this 
matter, I am convinced beyond doubt that the problems of the present 
hospital crisis can be met and solved by the adoption of practical group 
hospitalization or hospital aid plans. Experience abroad in this matter 
has been quite extensive, and the most successful has been under the 
voluntary system. In different sections of the United States progressive 
hospitals have had the courage to take the initiative in trying to find a 
solution to their financial troubles and have adopted a hospital aid plan, 
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which they thought suited their needs. Where co6dperation was had, and 
the proper spirit of service prevailed, a splendid measure of success was 
achieved, and their financial troubles solved—for instance, the plans and 
experience of the Baylor University Hospital and the Dallas Methodist 
Hospital at Dallas, Texas, the Fort Worth Methodist Hospital at Fort 
Worth, Texas, The Mary Imogene Bassett Hospital, Cooperstown, New 
York, Grinnell Community Hospital, Grinnell, Iowa, Brattleboro Me- 
morial Hospital, Brattleboro, Vermont. One of the more recent to launch 
such a plan is the Hospital Council of Essex County, Newark, New 
Jersey, which includes some eighteen or nineteen hospitals. This is only 
a partial list of such efforts. 

Perhaps the question may be raised by those who are inclined to doubt, 
or are opposed to trying new things, that such plans may work successfully 
elsewhere, but Boston and New England are different. If there is a 
difference, it is only in the attitude toward new things. 

So far as this matter is concerned, hospitals are established as service 
institutions, to administer to the physical needs of human beings; a broken 
leg is a broken leg whether in Boston or Dallas, Texas; appendicitis, 
pneumonia, or cancer are still the same whether in Springfield or Mil- 
waukee. 

The remedies and instruments used and the professional knowledge and 
care are quite the same, regardless of location. Therefore, if hospitals in 
other sections of the United States can solve their difficulties through the 
adoption of group hospitalization or hospital aid plans, the hospitals of 
New England can do likewise. 

No doubt all members of the New England Hospital Association have 
read much about this matter, as it is one of the livest subjects at the 
present time. Articles are constantly appearing in the leading newspapers, 
magazines, and hospital journals; in fact, about half of the January 
BULLETIN, published by the American Hospital Association, was devoted 
to group hospitalization. 

Results of the prevailing system of operating and financing voluntary, 
or non-governmental, hospitals have proved to be inadequate to meet the 
stress of prevailing conditions, and the opinion seems to be quite general 
among hospital executives and laymen as well that some solution must be 
found, if voluntary hospitals are to survive. 

During this depression, all types and kinds of business institutions, 
almost without exception, have found it necessary to work out new plans, 
to try new and improved methods in their desperate struggles for existence. 
Why, then, should hospitals not be expected to work just as diligently to 
develop new and improved methods of operation, in an effort to solve 
their financial problems ? 
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In consideration of the very high standing of the medical profession, 
the number of excellent hospitals efficiently managed, and the culture and 
grade of intelligence throughout New England, why should there be any 
waiting for others to take the lead? This should be the very section to 
show the way. We have everything with which to work, and all advan- 
tages that should contribute toward success. 

It is already an established fact that through a group hospitalization 
plan, properly designed to meet the working requirements of a suitable 
hospital or group of hospitals, complete hospital care can be supplied in 
semi-private rooms for a period of thirty days in any one year for an 
annual gross fee of approximately $12 per person, and enable the hos- 
pitals to make sufficient money to aid materially or completely solve their 
financial problems. Besides, such a plan would enable thousands of people 
to avail themselves of hospital care who otherwise could not afford it, or 
would wreck their financial budgets, if they had to pay on the present 
basis. 

The accommodations and service of hospitals are of value only when 
they are being used. The surplus accommodations not only represent an 
initial investment of sizable proportions, but in addition they carry a 
proportionate amount of overhead, better known as fixed charges. By 
adopting a practical group hospitalization plan, much, if not all, of the 
expensive surplus accommodations will be used and turned into revenue- 
producing equipment. 

No doubt a substantial number of the hospitals represented at this con- 
vention show a material deficit practically every year, which requires 
financial aid from public-spirited and philanthropically-minded people, and 
in many instances it is found necessary to resort to community chest and 
special money-raising drives to make up the difference. This situation 
will be greatly relieved, if not entirely eliminated, by the adoption of a 
group hospitalization plan. Some hospitals using a similar plan have no 
endowments and no outside source of income, but are operating at a profit. 

Most people are proud-spirited, and want to pay their way, but the 
doctors and surgeons know perhaps better than anyone else that there are 
many, many cases that they are called upon to treat where they have to 
wait for their fees, reduce them, or get nothing at all, because there is 
nothing left after paying the hospital bill. 

This situation will be greatly relieved by a group hospitalization plan, 
because each person availing himself of hospital service will have paid 
only a very small fee in advance, which will make it that much easier for 
the doctors to collect their fees. 

No investment by the hospital is required to start the plan; in fact, the 
only thing the hospital will need to do will be to supply hospitalization to 
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the members who require it, for which payment will have been made in 
advance. The sales organization will do the rest. It is to be remembered, 
of course, that the hospital will receive the fees on all members, whether 
they need hospital care or not. By so doing the cost is brought to a low 
figure by the members who do not need the service, helping to pay for the 
ones who do need it, which is simply applying the tried and proved ac- 
tuarial experience principle to another human need problem. It is prac- 
tical, and it can be done; but to insure the greatest possible success, the 
plan should be sold and serviced by a sales organization possessing 
specialized training and ability to handle such work, because the duties and 
requirements are totally different from and foreign to any other type of 
hospital work, and such an organization will be better qualified to function 
efficiently and effectively. 

There is one thing that should be stressed especially, and that is that 
a properly designed group hospitalization plan would in no way interfere 
with the high ideals and ethics of the medical profession, and all freedom 
and privileges of the doctors would be maintained, which is as it should be. 
There is no one who would be affected by such a plan who would not be 
benefited. 

Some of the advantages might be summarized as follows: 

Hospital service would be extended to thousands of people at prices 
they can afford to pay, thereby raising the health standards of the com- 
munity, and would provide the hospitals with a new and increased depend- 
able income. 

The doctors would be benefited, since it would make it easier for them 
to collect their fees. There would be no hospital bill, for membership 
fees are small and payable in advance. By increased hospital patronage, 
his acquaintance and professional prestige would also increase. The 
interns and nurses would benefit from it materially by increased ex- 
perience and the broadening of their acquaintance. The public, particularly 
the salaried and wage-earning classes, would benefit by being able to 
budget hospital care and pay for it, without its affecting their financial 
plans. All in all, it would help everybody. 

There is one thing on which there seems to be perfect agreement by all 
concerned, laymen and the medical profession as well, and that is that 
something must be done—some change is necessary. While you are yet 
free to act, why, then, should the doctors and hospitals not codperate to 
the fullest extent and sponsor a sound and practical group hospitalization 
plan that will help meet the present hospital crisis, greatly benefit the 
doctors, interns, and nurses, and be a godsend to the public? Why not 
act before the proposition becomes a political issue? Unless a satisfactory 
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solution is found, this will surely be the case, and it will then be too late 
to shape your own destinies. 

Take the necessary steps yourselves, so that when the crisis has passed 
and the skeptic asks, “Who has won?” you may answer, like Dodo of 
Wonderland, “Everybody has won, and all must have prizes.” 


NOTICE 

Dr. Maleolm T. MacKachern, chairman of the Public Relations Com- 
mittee, requests that those members of the Association who have addressed 
luncheon meetings of International Rotary, Kiwanis, Lions, Civitan, Zonta, 
or other organizations, send the manuscripts of their addresses to the 
committee. The committee will greatly appreciate this courtesy on the 
part of the members; the manuscript will contribute a great deal to the 
program of publicity which the committee is putting into effect. 

Please address the manuscript to Mr. John McNamara, secretary, Public 
Relations Committee, Palmolive Building, Chicago. 








The Private Hospital—A Business or a Philanthropy?’ 
G. WAITE CURTIS 


Hospital Consultant, San Francisco, California 


OR THE PURPOSES of this discussion hospitals may be divided into two 
general classifications : 
1. Tax-supported hospitals. 

2. Non-tax-supported, or voluntary, hospitals. The voluntary hospital 
business in this country today faces some of the most serious problems 
which have ever confronted hospitals during the entire period of their 
existence; in fact the very existence of hospitals in many localities is 
involved. There are a number of reasons back of this present situation 
but the one which has brought all others to the foreground is the present 
general economic situation. Today many of our institutions are attempt- 
ing to operate with an income of not more than 25 to 50 per cent of the 
amount they received a few years ago. This is due to several factors. 

Hospitals have lost tremendously in the volume of their pay business 
and there has been a corresponding reduction in income. 

Former patients are remaining at home with illnesses of a serious 
nature that should be hospitalized. 

Patients with minor illnesses are not using hospitals as they once did. 

The use of hospitals for physical check-ups and for illness prevention 
has practically ceased. 

-atients needing treatment and surgery are postponing hospitaliza- 
tion as long as possible. 

Former patients of private hospitals are seeking admission to tax- 
supported institutions. 

The former stigma of admission to a charity hospital seems to have 
been removed. 

Voluntary hospitals are facing increased demands upon their free 
facilities from former pay patients. 

Pay patients entering private hospitals today are seeking cheaper 
accommodations than formerly. 

Pay patients are asking credit or avoiding payment of accounts 
wherever possible. 

These are the factors which have reduced our incomes. 

Due to the demand on the part of the public, hospitals have been com- 
pelled to reduce the rates of room rental and extras. The public expects 
this because of the decrease in cost of supplies used and in wages paid 
by the hospital. In some instances rates have been reduced in order to 


1Read before the Western Hospital Association, Long Beach, February 23. 
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compete with the pay service offered the public by tax-supported hos- 
pitals. These facts are also reflected in reduced incomes to the private 
hospital. 

Due to the publicity which has recently been given to the cost of illness 
demands on the part of the public for socialization of medical practice 
and of hospitalization are being made. The rather nebulous impression 
of former years is taking definite shape and requiring action. I refer 
to the somewhat trite philosophy that the wealthy and the indigent are 
properly cared for when ill but that the middle class patient is frequently 
over-burdened with the cost of illness. This feeling on the part of the 
public, especially the average person, has drained the revenues of our 
voluntary hospitals and diverted the middle class person to the tax-sup- 
ported hospital, to group clinics, to hospital associations and other forms 
of protection which have not proved generally acceptable to the typical 
voluntary hospital. 

There can be no doubt about a definite trend toward bureaucracy in 
government. A general feeling has existed on the part of a large portion 
of the public that what the Government does for us is a gift. The indi- 
vidual receiving the service does not have to pay for it. During prosper- 
ous times when taxation was not felt as at present it was assumed that most 
of these services given by the Government were paid for by a few private 
moneyed persons. As a result groups and individuals have demanded 
increased paternalism in government. 

Deficits in Federal, state, county, special district, and municipal budgets 
have caused us to wake up to the fact that any government, be it 
local or national, cannot be a Santa Claus. The situation taxpayers are 
facing today requires a halt. Taxes have become a great burden and in 
some instances result in actual confiscation of private property. This not 
only is true of the property owners, sometimes referred to as vested 
interests, but it has also become true of the small property holder. It 
has reached the farmer, the small home owner, and the main street busi- 
ness man. They are being taxed out of existence. We have reached a 
point where we must go on to complete paternalism in government or we 
must retrace our steps. MWe will have to get the Government out of private 
business or turn private business over to the Government. 

Many of us in the past have been in the frame of mind of the Irishman 
owning the two pigs. His friend Pat was explaining to him the benefits to 
be derived from socialism in terms of the community ownership of prop- 
erty. Pat had illustrated his point with palatial residences, yachts, ex- 
pensive automobiles, country clubs, and so forth. Up to this point our 
Irish friend had felt that this new idea of socialism was mighty fine. All 
of these properties and advantages, which Pat had described, would be 
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taken away from the wealthy and would be shared by all alike. In continu- 
ing his illustration and getting down to the more meager items of property 
at finally explained that if Mike had two pigs and he had none, Mike 
would share the pigs with Pat. This was a phase of socialism different 
from sharing the ownership of palaces and yachts. Mike had been very 
attentive up to this point but now raised strenuous objection saying, ‘Get 
out of here, you devil. Begone with your socialistic ideas. I happens 
to own two pigs.” 

The process of building bureaucratic departments and paternalism in 
government has been a slow one and has met with stubborn resistance 
at many points in its progress. It has taken years to develop and it will 
take years to back-track. The opposition in tearing down government in 
private business will be as strenuous as was met in its creation. 

Just what has paternalism in government to do with voluntary hos- 
pitals? Simply this, that Iederal, state, and county institutions are hos- 
pitalizing private cases at the expense of the taxpayer, such cases being 
competent to pay their own way in times of illness and distress. The 
veterans hospital and its duplication of the diagnostic and hospital facil- 
ities of voluntary hospitals is a striking illustration of the Federal Gov- 
ernment in business in competition with private enterprise. These hos- 
pitals have been opened up to ex-service men and their families regardless 
of whether their illness had anything to do with their war service and 
regardless of the patient’s ability to pay for hospitalization. State institu- 
tions are caring for many cases which should pay their way. The method 
of admission of patients to some of our state institutions at the expense 
of the taxpayer is next to scandalous. Patients are being cared for free 
regardless of their ability to pay for the service. 

County officers, in order to intrench themselves politically, have gone 
into the voluntary hospital business at the expense of the taxpayers. Mil- 
lions have been spent for county hospitals. These institutions have some- 
times cost as much as six to eight thousand dollars per bed and are 
supposedly built for the care of indigent cases. This waste of taxpayers’ 
money must be justified. This robbing of taxpayers to build marble 
palaces for the care of the indigent, at unit bed costs far in excess of the 
best voluntary hospitals, has gone on to the extent of practically bank- 
rupting many voluntary hospitals. This situation has become so acute in 
some sections of California and other western states that in some counties 
over 80 per cent of all hospitalization takes place in the county hospital. 
Voluntary hospitals are nearly empty. The private practice of medicine 
has been strangled in these communities and the county supervisors prac- 
tically control the field of private nursing. This can be called by no 
other name than the confiscation of the property of the voluntary hospital 
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and the confiscation of the professions of medicine and nursing as a private 
enterprise. This situation has been reached through direct and unfair 
competition, high taxation, and a system of political patronage that goes 
beyond the bounds of an ordinary imagination. 

Have no fear that the voluntary hospital business will be taken over 
by the Government because the Government has already done so. We are 
facing a fact already in existence and not a theory that is being proposed 
for the future. The Government's encroachment in the voluntary hospital 
field has been gradual but it is already complete in some localities. 

With all the scandal, graft, selfish interests, and politics for individual 
gain which is being exposed today in Federal, state, and local government 
units, with taxation increased to the point of practical confiscation of 
private property without due process of law, with the Government in 
direct competition with private enterprise, and with illustrations galore 
of extravagant and practically criminal usage of tax money to erect marble 
memorials dedicated to the care of the indigent, the public is not inclined 
to stand idly by and be swallowed up by government in business. Our 
innate love of liberty and of the right to conduct our private affairs in 
the way of private enterprise will finally get the Government out of 
business. 

Government may fool some of the people all of the time and all of the 
people some of the time but when it begins to confiscate private business 
and strangle private enterprise it has about reached its limits in this 
country. 

The voluntary hospital is a private business. A majority of them, and 
rightly so, are operated on a non-profit basis. They are engaged in free 
hospitalization and free out-patient services. They frequently promote 
and support medical research and educational activities. In spite of these 
philanthropic enterprises the voluntary hospital is a private business and 
should be run as a business. We employ vast amounts of labor and pro- 
fessional services. We use huge quantities of supplies. We consume 
services and output of practically all public utilities. We pay, at least 
in California, vast amounts of taxes. We buy all types of insurance 
common to any business, and also in addition some forms of insurance 
peculiar to the hospital. We borrow money by the millions and hope to 
pay it back with interest. We own property. We construct large spe- 
cialized buildings that can be used for but one purpose. By every test 
we are a private business. Not only that, but we are one of the largest 
private business enterprises of the country. 

If private hospitalization is to be considered a legitimate private business 
what can we do to continue our existence in the face of government com- 
petition and the demands being placed upon us by our patrons? The 
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public, our patrons, are in no mood, due partly to the general economic 
situation, to help us bury our past mistakes or to assist us in continuing 
them. They demand hospitalization scientifically and competently ren- 
dered and at a price they can afford to pay. It is true that hospitals 
should be considered a worthy field for philanthropy and endowment and 
will continue to draw heavily for support from such sources. But what 
can we do to help ourselves ? 

I will be brief in offering you the four following suggestions: 

First, as boards of governors, trustees, or directors, you can fully recog- 
nize the importance and responsibility of selecting trained executives to 
head our private hospitals. Too often such positions are filled on the basis 
of friendship, patronage, sympathy, or similar motives rather than on the 
basis of the applicant’s administrative ability. Hospitals cannot be run 
properly unless the person at the head of the organization knows how to 
do it. This knowledge cannot be acquired through birth, church affiliation, 
lodge membership, political, social, or friendly contacts, nor through busi- 
ness experience in other fields of enterprise. Neither does familiarity with 
the professional work of professions allied with hospitals create the neces- 
sary foundation for administrative work. Persons should head hospitals 
solely on the basis of competency, and governing boards would render a 
signal service to their institutions and to the public if they would but 
recognize this one basic principle. 

Second, administrators of hospitals can do much in the way of improv- 
ing their own capabilities in managing hospitals. “Study” should be the 
constant slogan of hospital superintendents. Such studies should include 
eventually the entire field of institutional management. 

The employment of help and the direction of its duties offers unlimited 
opportunity for research and thought. Methods of selecting suitable help, 
the training and teaching of such help, the assignment to them of their 
respective duties, the supervision of their work, the organization of the 
institution into departments, rates of pay, living quarters furnished em- 
ployees, the hospitalization of help, leaves of absence and vacations, and 
other problems in connection with personnel are all important in the eco- 
nomics of hospital management. 

The purchasing of supplies for the hospital is another limitless field 
for constant study. Materials should be studied as to their suitability for 
the purpose they are to be used for. The sources of supply available from 
which to purchase should be thoroughly and constantly canvassed. Price, 
while not the all-important factor in purchasing a commodity, becomes 
decidedly important at the end of the month when bills must be paid and 
the cost of doing business is determined. Hospital purchases must be 
governed by price. Long profits cannot be paid to anyone. The amount 
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to be purchased at any one time is also vital. Deterioration due to storage, 
obsolescence due to changes in professional technique, the constant intro- 
duction of new products for old purposes, and the interest carrying charge 
on large stocks of merchandise in stores tend to change savings realized 
into actual losses where purchases are made in quantities too large for the 
size of the institution and without regard to its needs. 

Purchase records, price records, vendors’ records, stock records, all 
should be utilized in purchasing intelligently. Purchases made on the 
basis of friendship or local patronage or without investigation and a 
knowledge of the facts surrounding price, qualities, and needs cost thou- 
sands of dollars annually in many of our private hospitals. 

A more than casual acquaintance with accounting methods, statistics, 
and financial statements is important to the hospital administrator. Pic- 
tures in figures should be drawn from the information in the accounting 
department for the constant guidance of the administrator. The ability 
to interpret these pictures and use such interpretation in the management 
of the hospital cannot be acquired incidentally. Such ability can only be 
gained through study. 

Credit losses at the present time are enormous. Credit methods are 
rather well formulated and credit men know how to extend credit and to 
collect accounts. Do hospital superintendents have this information at 
hand or do they simply mourn over their losses each month and continue 
on blindly when light on the subject of the extension of credit and col- 
lection methods is so readily available? 

Rates, schedules, and information are available on all forms of public 
utility service. The requirements of hospitals in such commodities as 
water, light, heat, and power are enormous. The hospital superintendent 
should know much about these matters. 

Hospitals demand many forms of insurance for their protection, such as 
fire, earthquake, and liability insurance. Liability insurance covers such 
phases of insurance as workmen’s compensation, owner’s, landlord’s and 
tenant’s, medical liability insurance, explosion and boiler insurance, and 
the various forms of automobile insurance. Hospital executives should 
know something about insurance rates: how these rates are computed 
and arrived at; the necessary formalities in making requests for changes ; 
the various forms of insurance policies available; and what coverages are 
needed and in what amounts. This information is necessary in order that 
insurance may be purchased intelligently. Hlere is a field open for ex- 
tensive study which could well occupy the study hour assigned during the 
course of a number of months. Too frequently some board member 
handles the insurance for the hospital with motives other than the interests 
of the hospital in view. The superintendent’s knowledge should go beyond 


[23] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


the amount of premium it is necessary to pay. It is frequently found that 
insurance is carried beyond all reasonable expectation of ability to collect 
damages in case of loss. Buildings are frequently over-insured or under- 
insured, and in some instances no insurance of certain necessary types is 
carried at all. 

Depreciation of fixed assets is another factor in maintenance costs 
which is frequently ignored entirely. In order to know if any institu- 
tion is making or losing money, adequate provision must be made in their 
operating statement covering fixed charges on their investment. 

Hospital superintendents should be familiar with methods of taxation: 
the basis on which property is appraised and assessed; the method through 
which taxes may be reduced through appeal to boards of equalization. 

There is much that can be learned by all of us about institutional man- 
agement. In this enumeration I have only touched certain high spots. 
The hospital superintendent should analyze himself with a view to self- 
improvement and if he feels his grade is below passing, do something 
about it, such as the dean of a medical school once suggested to his 
graduating class. In addressing the class as it was about to leave the 
school he made the statement that it was incumbent upon all medical prac- 
titioners to keep informed of the developments in scientific medicine. He 
further stated that there was a definite basis on which they could judge 
their scientific ability and it was this: It is a well known fact that 85 per 
cent of all persons suffering from an illness will get well without med- 
ical assistance, and if the students of this school found that the death rate 
among their patients was greater than 15 per cent that they should look to 
their methods of medical practice. So should the hospital superintendent 
look to his ability and methods of administration. 

Third, we should avail ourselves more and more of group action in 
hospital matters vital to our common interests. To emphasize this point 
I wish to use the following illustration. Suppose today legislation adverse 
to the interests of private hospitals were introduced into the state legisla- 
ture, could the private hospitals of California immediately and unitedly 
put forth opposition to such a measure? We need this united action in 
meeting some of the problems facing us now. It can only be brought 
about through our whole-hearted codperation in organizations such as 
local hospital councils, state associations, and associations such as_ the 
Western Hospital Association. 

Fourth, we must rely on the public to fill our vacant hospital beds. It 
is not the wealthy man or the chronic indigent who will decide whether 
we secure sufficient patronage to keep our doors open; it is the patient of 
moderate means, the worker and the job-holder. 

What have you done as an institution to solve the high cost of hos- 
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pitalization to this group? Are you waiting for the state government 
and the county governments to step in and control private hospitalization 
as they are now doing in many instances? Are you waiting for the med- 
ical profession to solve your problem in this connection along with its 
own? If so, you should be content to have all your hospitalization con- 
trolled by government officials and by groups from without your own 
organization. When this time comes, and it surely is coming rapidly 
unless something is done to combat it, you should be content with the 
situation. 

These are some of the problems which face private hospitals and the 
private hospital administrator today. Individual and group action can help 
meet the situation which confronts us as I have indicated. No system 
created by society can avoid being placed in the balance in times of 
stress. Voluntary hospitalization is a system of society. The voluntary 
hospital, in order to justify its continued existence, must be strong from 
within and from without, and offer to society not only a service which is 
needed but one which is within the means of and available to the great 
mass of our population. 


a 








The President's Message’ 


JOHN M. SMITH 
Director, Hahnemann Hospital, Philadelphia 


WO YEARS AGO you elected me president-elect of this Association and 

a year ago I automatically became its president. During the time | 

have occupied your highest office I have been fortunate in having 
the complete and generous coéperation of your officers, trustees, and com- 
mittees and of the entire membership of the Association. If any good 
has been accomplished it is due to splendid team-work, which has been 
built up over a period of twelve years, which is the lifetime of this Asso- 
ciation. I have served simply as the presiding officer of a group of highly 
intelligent and deeply interested fellow-workers in a movement the value 
of which to the public cannot be estimated. 

During the past three years business conditions have been such 
that the difficulties in conducting hospitals have progressively in- 
creased until they are worse today than the most enthusiastic pessi- 
mist would have predicted five years ago. Regardless of the difficulty 
in securing funds it is our duty to conduct our hospitals entirely in 
keeping with the requirements of medicine as it is practiced today 
in the most enlightened, conservative centers. Any lowering of 
medical, nursing, or equipment standards below such requirements is 
not permissible. This means that it is necessary for us to be on the 
alert continually in order that the hospital may be equipped with per- 
sonnel, apparatus, and materials that may be needed. All of these require 
large amounts of money. A great responsibility is placed on the adminis- 
tration for the proper organization and management of a very complex 
outfit and it is for the purpose of improving this service that the Hospital 
Association of Pennsylvania exists and is now meeting. 

Only a few years ago there was a popular feeling that people of all 
social and financial classes had been educated to the use of the hospital 
for any disability which was the result of more than a minor illness or 
accident. Since the depression has started, such unexpected things have 
happened in our admitting departments that we have sometimes wondered 
if the public appreciates what the hospital is able to do. In most cases 
our private beds are running with about one-third the occupancy to which 
we were previously accustomed. Qn the other hand the pressure to admit 
patients to the public wards has progressively increased to the point where 
it is impossible in many hospitals to place any more extra beds and if 
they were placed it would be most difficult to raise the money to maintain 
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them occupied. If the whole picture were to be analyzed it is not unlikely 
that we would be convinced that just as many people in our respective 
communities are using our hospitals as before but that many who under 
former conditions would have occupied private beds are now unable to 
do so and must be in the public wards. 

Secause of the change in requirements and the seeming impossibility 
of financing any more service for patients who are unable to pay at least 
the cost of their care, we have naturally looked about us to see how we 
can secure more paying patients and we have been impressed with the 
fact that there are many war veterans and members of their families who 
could be just as well cared for in civilian hospitals and who would be 
much happier there because they would be so much nearer their families 
and friends, from whose visits they would get pleasure and profit. The 
Government is now caring for these people in hospitals which it already 
owns and operates and it is planning to build a large number of similar 
institutions at a cost of many million dollars. The civilian hospitals can 
care for these patients at a lower cost per day than in the Veterans 
Bureau hospitals, there would be no expense to the Government for 
transportation because most of the patients would be hospitalized in their 
home communities, and much new building would be avoided, thereby 
saving the taxpayers a great deal of money. It seems difficult to realize 
that the Iederal Government should apparently have arranged to care for 
the dependent members of veterans’ families without regard to the fact 
that their incomes may be adequate for full self-support even in times of 
illness. A conservative estimate of the expense which the Federal Gov- 
ernment has assumed for the care of sick persons for which it has no 
responsibility whatever is $450,000,000 a year. It is believed that where 
the Government has responsibility it should, with the exception of patients 
suffering from pulmonary tuberculosis and those having neuropsychiatric 
conditions, place these patients in the local community civilian institutions 
and pay the cost of their care as shown by proper accounting systems. 

THE PERIODIC PAYMENT PLAN FOR THE PURCHASE OF HOSPITAL CARE 

l‘or a number of years, even before the depression was thought of, it 
has been realized that increasing numbers of the small income groups of 
the community are finding it more and more difficult to pay the cost of 
hospitalization. This matter was given some consideration by socially- 
nunded people but no real headway was made until three or four years 
ago, when hospitals in one or two parts of the country actually started 
experiments to arrive at practical ways for these people to pay their bills 
without causing financial distress or depriving their families of necessities. 
Experiments in so-called group hospitalization were the result. In some 
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communities in the Southwest they are now more than three years old. 
These plans are so set up that members of employed groups and some- 
times others in the community become subscribers, for small amounts a 
year, to funds against which will be charged the subscriber patients’ 
hospital bills. The service provided is usually semi-private and the maxi- 
mum number of days is usually twenty-one, regardless of how many times 
it may be necessary to admit the subscriber during the year. The plan 
should, if possible, take in all the properly conducted hospitals in the 
community and there should be an absolutely free choice of physicians 
from among those entitled to work in the different hospitals. The fund 
should pay all of the bills except the charges which the physician makes. 
Arrangements for these charges should be made directly between himself 
and the patient and his bill should be rendered direct to the patient. There 
are many details which it is hardly necessary to give at this time. The 
American Hospital Association has approved plans which are set up as 
outlined above and conducted not for profit. That Association will be 
very much pleased to send information to anyone who is interested. 

These plans are in effect in a number of high grade communities 
throughout the United States and are proving to be very popular with 
employed people. One warning is necessary: They must be organized 
and put into operation by associations the trustees or directors of which 
are selected from the boards of trustees of the interested hospitals, who 
must serve without any thought of profit. Such organizations, of course, 
must have expert guidance and selling effort, which will have to be paid 
for, but the cost of this must not be out of proportion. These funds con- 
cern themselves with providing a means whereby people of small incomes 
may pay their hospital bills and therefore fundamentally present problems 
of hospital economics, especially since most of the patients who will 
enter the hospitals as subscribers would without membership be public 
ward patients, in which cases they would not be subject to fees for pro- 
fessional services. When they become semi-private patients, as the sub- 
scribers are in all cases, they must make direct arrangements with their 
physicians for their charges and for payment of them. ‘This means that 
the arrangement is of interest to the doctor, especially since it will in- 
crease the number of private patients which he will have. It therefore is 
suggested that the cooperation of the physicians be secured, although it is 
inconceivable that physicians who will take the time to analyze the plan 
will not encourage such funds since they result in a larger number of 
private patients who are better able to pay their physicians because they 
have paid their hospital bills by contributing in advance small sums of 
money to a fund. 
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The serious study and observation of these funds is suggested to hos- 

pital trustees, administrators, physicians, and public-spirited citizens. 
PUBLICITY 

Until recently hospitals have assumed that the public would appreciate 
their service and would patronize them even though no particular efforts 
were made to keep before the public the activities of the hospitals and 
the nature of their work. During the last few years we have gradually 
come to realize that we were mistaken and that it would have been better 
had we carried on conservative publicity through newspapers and maga- 
zines, public addresses, and radio, and we have learned that we can secure 
all of this publicity without much expense because the nature of our 
service is such that agencies gladly give us space and time. Realizing the 
importance of this work in Pennsylvania your association, nearly a year 
ago, appointed a publicity committee and engaged a publicity director, the 
cost of which has been financed by the monthly payments of some of the 
hospitals whose superintendents are our members. Newspapers, both daily 
and weekly, throughout the entire state have printed our releases very 
frequently and a tremendous amount of interest in hospitals and the work 
they are doing for the public has been created. It is impossible to estimate 
the good that will accrue from such an activity. 

When the movement was started it was hoped that all of the hospitals 
of the state would participate financially so that it would be possible to 
pay a publicity director a salary in keeping with his ability and at the same 
time reduce the cost to the individual hospital to the point where the 
expense would be slight. All of the hospitals throughout the state are 
urged to pay small monthly amounts toward the support of this work so 
that its usefulness can be increased by continuing to furnish releases to 
all of the newspapers throughout the state and by preparing booklets for 
popular distribution. 

Such a campaign can satisfactorily answer criticisms made by the press 
and the public, and in this connection it must be borne in mind that since 
the beginning of hospitals a few centuries ago suspicion and superstition 
have always existed and have only decreased as popular education regard- 
ing our activities has increased. Another advantage of continued publicity 
regarding our activities is that we educate the public to a higher standard 
of care, and in order to meet these standards we are encouraged to 
improve the quality of our service and keep our hospitals above criticism. 
All of this will inevitably lead to the development of incomes from various 
sources which will place our hospitals on sounder financial bases. 

ur state committee on publicity has been made the Pennsylvania Sec- 
tion of the Public Relations Committee of the American Hospital Asso- 
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ciation, thereby giving us a tie-up with the national movement. The value 
of this will be very great. 
LEGISLATION 

very hospital in the state is interested in legislation, both state and 
local. Much of the local legislation, favorable or unfavorable to hospitals, 
depends upon laws which may be enacted by the state government. It is 
therefore necessary that the Association have observers in Harrisburg 
constantly during the biannual sessions of the legislature in order to keep 
informed as to what bills have been introduced and also to discuss them 
with various members of the legislature. During every regular session of 
the legislature bills of great value to hospitals are introduced and these 
we should use our influence to have enacted. Unfortunately at every 
session bills are introduced which would be very harmful to hospitals 
and it is necessary that our representatives inform the legislature 
that these bills would injure the hospitals. The members of the legislature 
and its committees listen seriously to our Legislative Committee and are 
greatly influenced by what it tells them. Because the nature of the work 
which this committee must do requires a large acquaintanceship and good 
will in Harrisburg it is important that its members be carefully selected 
for their interest and ability and that with few exceptions they be con- 
tinued on the committee year after year. 

There are approximately 160 hospitals in Pennsylvania receiving state 
aid in substantial amounts. These amounts and the terms under which 
they are administered are decided by the legislature and approved by the 
Governor. Your Legislative Committee has formed important contacts 
which very materially assist in the practical handling of these appropria- 
tions. 


CONSTITUTION AND BY-LAWS 


In a voluntary organization such as this it is necessary that the interest 
of the members be kept at a high level. A necessary step toward the 
attainment of this most important objective is the revision of our funda- 
mental law to provide for the selection of candidates for the various offices 
from the different sections of the territory served and to enact legislation 
which will prevent their succeeding themselves in the offices in which their 
terms are about to expire. Persons competent to serve in the various 
capacities can always be found in every geographic section. 

The purpose in establishing the office of president-elect was to enable 
the incoming president to gain actual experience in the management of 
the association before assuming office. This can hardly be accomplished 
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unless the president-elect be entitled to attend regularly the meetings of 
the Board of Trustees. Such provision should be made. 

Our Board of Trustees is composed of members whose terms of office 
are for two years and who cannot succeed themselves. This arrangement 
was made in order to spread patronage and prevent a just charge that 
the association is dominated by an inner circle. In the past the Board 
has been greatly strengthened and a continuity of policies has been main- 
tained by the election of the retiring president to the Board of Trustees. 

All of these matters are important. They are commended to you for 
early determination as to the advisability of incorporating them in the 
Constitution and By-laws. 

ADMINISTRATIVE OFFICER 

The custom adopted by boards of trustees of giving the administrative 
officer the title of superintendent has received some attention more re- 
cently. “Superintendent” suggests a department or branch head instead 
of a general administrator. A hospital is a complex institution the serv- 
ices and interests of which reach every section and group in the com- 
munity. It is therefore believed that if the title of the person having 
administrative authority were “director,” something of value would be 
gained. If the members of the governing body are designated “directors,” 
then the administrator’s title might be “general manager,” or some similar 
comprehensive term. 

COMMUNITY FUNDS 


In a number of communities throughout the state where there are hos- 
pital and welfare agencies, community chests or welfare federations have 
been organized and successfully operated for a number of years. They 
raise in the aggregate large sums of money which are distributed to the 
various institutions through budget committees. While it is true that these 
funds are finding it somewhat more difficult to raise money, still the 
amount raised is of very great use and these organizations will undoubt- 
edly continue to be able to raise appreciable amounts as the years go by. 
They should be encouraged and fostered. Other communities throughout 
the state would profit by creating such organizations. An interesting 
result of these campaigns is that the more substantial members of the 
community become better educated regarding hospital and other welfare 
needs and therefore show an increasing tendency to make gifts and be- 
quests. The same good seems to result from the conducting of financial 
campaigns usually for capital investments. It is these gifts and bequests, 
which usually and fortunately are made with the provision that the income 
only may be spent, which enable hospitals to find themselves increasingly 
stable financially. They should be encouraged by all intelligent and con- 
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servative methods available. When a person provides a gift or a bequest 
so that only its income may be used, he makes himself an annual con- 
tributor in perpetuity to the hospital in which he is interested and there- 
fore his practical usefulness to the institution lasts not only through his 
lifetime but indefinitely after he has passed on. 

COMMUNITY SURVEYS 

A few weeks ago the Committee on the Costs of Medical Care presented 
its report, some of the recommendations of which are of great interest to 
hospitals in their service departments and in their business management. 
These recommendations have been received by America as a whole with 
great satisfaction. Some parts of the report, however, have been objected 
to by certain groups. There are recommendations regarding the useful- 
ness of the hospitals which have been in the minds of constructive thinkers 
for a number of years and therefore while not original with that com- 
mittee were to a large extent crystallized by it. The increasing standards 
of equipment and service necessary in a modern hospital are making it 
increasingly difficult to conduct our institutions without dependable and 
adequate financial aid, so that we have commenced to wonder what is the 
answer. This is a very important matter and should receive the careful 
thought of all of us. Asa basis for contemplation a few suggestions will 
be made. 

Pennsylvania has developed so nearly complete a system of hard 
surfaced highways which it is continuing to expand and these roads are 
kept so free from snow and ice that it is practical to satisfactorily conduct 
automobile transportation day and night the year round. This condition 
has perhaps eliminated the necessity for increasing the number and range 
of distribution of hospitals for bed care and has caused us to ask ourselves 
if it would not be better to have our institutions for bed care larger and 
more strategically located, with clinics or out-patient departments in the 
smaller communities throughout the state. These clinics could in most 
cases be conducted in conjunction with such groups as the visiting nurse 
associations and societies for organized charity, thereby strengthening 
both organizations and centralizing and coordinating the various welfare 
services. In a great many cases where communities could not afford 
hospitals with beds they could without much difficulty take care of the 
cost of clinics which would handle the minor cases and would transfer the 
more serious cases and those requiring diagnostic studies to the nearest 
hospitals by means of ambulances. It is not unlikely that such a system 
of clinics and hospitals would improve the care which the public would 
receive and at the same time decrease its cost. The various phases of 
such an arrangement are presented for consideration, with the suggestion 
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that it be kept in mind that the public pays all the costs and therefore is 
entitled to the best and most economical provisions. 


HOSPITAL FUNCTIONS AND ORGANIZATION 


A hospital consists of buildings, equipment, and personnel primarily for 
the proper care of the sick and injured in compliance with the orders of 
the visiting staff. Secondarily it has assumed the education of graduate 
physicians, undergraduate medical students, nurses, technicians, and others. 
These educational obligations were taken on because the hospitals’ primary 
duty of medical care offered the best available facilities for carrying them 
out. While these activities are quite important they must always be 
secondary to the care of the sick and injured. 

Most of the hospitals in Pennsylvania are incorporated “not for profit.” 
The general organization as outlined by the Trustee Section of the Ameri- 
can Hospital Association (Vol. XXVI, 1924), which is quoted herewith 
and to which we have added a seventh part, has proved to be sound: 

“1. Unified Governing Authority. The hospital should have a single 
governing authority, a board of trustees with complete power over the 
management of all branches of the institution. 

“2. Composition of Board. (a) The board of trustees should be com- 
posed of public spirited persons, representing varied community interests. 
(b) Members of the professional staff of the hospital should not be mem- 
bers of the board. 

3. Unified Medical Responsibility. There should be a medical staff 
which should have the entire responsibility for the professional care of 
patients. 

“4. Unified Administrative Authority. All administrative authority 
over all departments of the hospital should be vested by the governing 
hoard in one executive officer. 

“5. Medical Staff. The appointment of the medical staff should be 
vested in the board of trustees. 

“6. Relations of Staff and Board. Representatives of the staff should 
meet with the board or representatives from the board at regular intervals.” 

7. Auxiliaries. Organizations of persons from the different social, 
fraternal, and industrial groups to raise money, buy equipment, and pro- 
vide additional comforts and luxuries for patients, nurses, and others 
should be encouraged but their usefulness will probably not be increased 
by giving them representation on the Board of Trustees. Experience indi- 
cates that such organizations had better remain auxiliaries. 

The duties of the trustees have been further defined by the same re- 
port as: 

“1. To determine the policies of the institution with relation to meeting 
community needs. 

“2. To see that proper professional standards are maintained in the 
care of the sick, 
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“3. To codrdinate the professional interests of the hospital with  ad- 
ministrative, financial, and community needs. 

“4. To direct the administrative personnel of the hospital in order to 
carry out the above policies, and 

“5. Adequate financing both as to securing a sufficient income and as 
to enforcing businesslike control of expenditure.” 

Under the Board of Trustees the hospital should be organized into two 
departments, one for the administration and the other for the professional 
care of patients. Neither of these two departments should have any 
authority over the other but they must cooperate thoroughly with each 
other if the patients are to receive the best care and economy is to prevail. 
The administrative department should be in charge of a director or general 
manager who is employed by the Board of Trustees because of his or her 
experience and ability as a hospital administrator. He should be placed in 
entire charge of all of the activities of the hospital except those properly 
coming under the department for professional care of patients. 

The work of the professional department, the function of which is the 
diagnosis and treatment of patients and nothing else, is conducted by the 
professional staff, the members of which are nominated by it to the 
trustees, who have the power to elect whom they wish and to dismiss when 
circumstances warrant it. The laws of the state are such that the Board 
of Trustees cannot relieve itself nor be relieved of the responsibility for 
the proper medical and surgical care of patients in the hospital. 

It is of the greatest importance that there be a proper codrdination 
of the trustees, the administration, and the professional department. 
Since it is not advisable to have physicians who are in any way connected 
with the hospital on the Board of Trustees, a practical arrangement for 
this has been arrived at by having the Board of Trustees set up a com- 
mittee of perhaps five of its members which it may designate as a hospital 
or house committee. The professional staff then sets up a committee of 
perhaps three or five members which it may designate as a hospital ad- 
visory committee. These two committees and the administrator of the 
hospital should meet several times a year in order to discuss those affairs 
of the hospital which are of mutual interest to both the director and the 
staff and which are always of interest to the trustees. An arrangement 
such as this eliminates the criticism that the staff has no opportunity to 
discuss its affairs with the trustees and it creates a coOperative, smooth 
running institution which should have a tendency to eliminate any occasion 
for influence and cliques. Since the hospital administration, which among 
its various departments includes nurses, interns, and pharmacy, exists only 
to serve the patients in compliance with the orders of the physicians, such 
a relationship is a necessity. 


[34] 








April, 1933 JOHN M. SMITH 


The greatest evil in hospitals is friction, the favorite child of jealousy. 
It is the thing which does more to destroy morale and to prevent the 
patients from receiving proper care than any other weakness. In order to 
prevent or eliminate it a strong, courageous board of trustees is necessary. 
It must make the administrator and the medical staff understand that they 
are servants of the public and that they must execute their duties and 
make recommendations for appointments with regard only for those 
persons best able to perform the necessary duties and therefore best able 
to serve the public. It also must at times handle with a firm hand the 
auxiliary organizations, who though interested in helping the hospital 
sometimes forget themselves and attempt to influence the making of ap- 
pointments, the employing of persons and the doing of things which 
are not always constructive. Their intentions are of the very best but 
they do not fully appreciate how difficult it is to properly conduct a hospital 
with physicians or employees who have been placed in their positions 
through influence. 

FINALE 


During these trying times we may have been strongly tempted to 
lower the quality of care given our patients. To give way to such an 
urge would be unjust to the patients and would destroy much of the 
good will of the public which we have earned during the past seventy- 
five years. Let us constantly work to improve our service. 

There is no reason whatever for the existence of hospitals and their 
necessarily complex organizations, except to serve the public. It 
would be well for every person concerned always to keep this fact in 
mind. 








Hospital Charges, Professional and Nurses’ Fees in the 
Strong Memorial Hospital, Rochester, New York 


WITH A STUDY OF CASE COST BY DISEASES 
JOE R. CLEMMONS, M.D. 


Assistant Director, Strong Memorial Hospital 


HE STRONG MEMORIAL HOSPITAL is a part of the school of medicine 

and dentistry of the University of Rochester. There are 246 beds 

apportioned among the Departments of Medicine, Surgery, Pedi- 
atrics, and Obstetrics and Gynecology. In addition there are thirty-six pri- 
vate and two-bed rooms. The hospital admits maternity cases, adults and 
children having acute medical and surgical diseases, and such chronic cases 
as can be relieved by temporary treatment. 

Rates in the private rooms are from $7 to $15 per day. Two-bed rooms 
are available at $6 per day. These rates include nursing care, routine lab- 
oratory examination, and general treatment. Exceptional laboratory exam- 
ination, X-ray, operating and delivery room are charged as extras. Patients 
occupying these rooms are expected to:pay a professional fee. 

In a four-bed division the regular rate is $5 per day. Additional charge 
at cost is made for x-ray and a charge of $10 to $20 is made for the oper- 
ating and delivery room. This includes anesthesia. No professional fee 
is charged. A number of cases may be admitted to the four-bed division 
at less than the regular rate. 

Workmen’s compensation cases and those involving claims for auto and 
public liability are admitted to a four-bed division at the rate of $5 per day 
plus full charge for all extras. These patients are expected to pay a 
professional fee. 

To obtain information relative to the length of stay per patient and the 
average charge made by the hospital, doctor, and nurse, together with other 
information, the admission and account cards of four hundred patients 
consecutively admitted to the Strong Memorial Hospital were studied. 
Admissions for tonsillectomies, basal metabolic rate, lumbar puncture, etce., 
involving over-night stay or short treatment were not included. Diseases 
of all types were included. 

To facilitate analysis the four hundred accounts were divided into two 
sections. The first section included accounts in the rate group from $15 
to and including $5. All cases through the $7 group were classed as pri- 
vate, and those in the $6 and $5 groups were considered as semi-private 
patients. 
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The second section included those accounts in the rate group from $5 
through free. No professional or nursing fees were charged these cases. 
All patients in the $5 rate group in this section were classed as regular 
division patients. Those below this rate, although cared for on the regular 
divisions, were classed as part-pay and free. 

A table of all charges under each rate group follows and is self- 
explanatory. 
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6.5 per cent of the 400 patients received charges for hospital, professional 
and nursing care. 

29 per cent of the 400 patients received charges for hospital and profes- 
sional care. 

37 per cent of the 400 patients received charges for hospital care only. 

34 per cent of the 400 patients received charges for hospital care at less 
than the regular rate. 


SELECTED DISEASES WITH LENGTH OF STAY 


To obtain the average length of stay for various medical and surgical 
conditions a study was made of a number of consecutive entries of selected 
diseases and conditions. The diagnosis was the same in each group and the 
type of case, insofar as possible, the same. The maximum, minimum, and 
average length of stay was ascertained on twenty-four types of disease, 
which are shown in the accompanying table. 


Table 3 
Number Minimum Maximum Average 
Diagnosis of Cases Days’ Stay Stay Stay Stay 
Appendicitis, perforated with per- 

itonitis—operated ............ 16 438 fa 70 27 
Appendicitis, uncomplicated ..... 24 340 7 28 14 
PAS UHEIPISL (e710 as aceee Saas We ei Zo 306 ] 65 122 
Wra stiinOn obec oacwsew aes 24 446 1* 45 18.5 
Cancer of stomach and intestines, 

operated and treated medically 25 534 2 59 212 
Cholecystitis and _ cholelithiasis, 

“fy cits 1 21 ¢ Uae EES toe ORT SER LE Se 19 518 12 50 af 
Cystitis, medical 6.../6644..6550% 17 317 1 46 18.6 
BDIPINELES: -ciars seracseee isis eierarhoe ees 25 297 1* 30 11.8 
Duodenal and gastric ulcers, per- 

forated—operated ............ 18 436 4 60 24 
PE NaA NENA coi lores eta arora sed ieee sakes 24 L2 1* 131 41 
Bractited TeMUT so6.5 coaegess a 1,382 1* 137 55 
FISIMOFLAGIGS ois. s6idis dohisaieers «'s 8 92 7 27 
Inguinal hernia, operated........ 14 224 6 29 ) 
Mastoiditis, operated ........... 7 153 7 41 22 
Medical gall bladder for work-up 25 187 Z 30 7.4 
Medical nephritis ...426086 eee 25 438 Z 72 WS 
Medical peptic ulcer............ 18 316 2 49 17.5 
Pneumonia, uncomplicated ..... 25 359 1* 31 14.3 
Sacroiliac: disease: 66.456 .ciees 24 613 1 53 25:5 
ROPING SAGNIES! fo: 6:4,aye ole orsisa ors cv eces > 20 81 1 10 4 
Submucous resection ........... 24 28 1 Z 18 
Surgical gall bladder........... 22 395 9 30 18 
Tonsillectomies, adults ......... 25 50 2 2 Z 
Tuberculosis of spine........... 24 ie Ass ]* 212 51 

*Died. 


It must be remembered that in a study of this type one is dealing with 
average figures and they should be accepted as such. To be of value for 
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comparison with other institutions the figures and averages obtained in such 
a study must be based upon the same factors. 
CASE COST 

This study brings out several methods of checking the efficiency of med- 
ical and surgical care: (1) by cost per patient day; (2) by the average 
length of stay in the hospital. A combination of these two factors will 
furnish another method, that is, by (3) case cost. The comparison of 
case cost in different hospitals must be based on the length of stay of 
similar cases. 

It was shown in the study of the accounts of four hundred consecutive 
admissions including all kinds of cases (pay, part-pay, and free) that 80 
per cent of the hospital charges are for board, and 20 per cent for extras 
(8 per cent for operating room, 8 per cent for x-rays, 4 per cent miscel- 
laneous). By taking the average length of stay of a selected case (see 
Table 3) and applying these percentages against the board cost of that case 
in a particular rate group, we should be able to arrive at the average cost 
of extras and the total case cost of a selected disease in that rate group. 

An example of a selected case in the $5 rate group, which would corre- 
spond to a true division case in this hospital, is as follows: 


Diagnosis: Appendicitis, perforated with peritonitis; operated. 
Stay: Minimum, 1 day (died); maximum, 70 days; average, 27 days. 
27 days at $5 per day gives total hospital charge................... $135.00 


Operating room, x-rays, ambulance, ete. (20 per cent of total hospital 
CUHANIEGE cyrces se ccna Se SRE aro carne hana alcia a aiae timate arate eae 27.00 


ROVE CIRO ra ise ora ea gates ere aon erg Mana eR TG $162.00 
No professional fee would be charged on this case. 





This same case as a semi-private case at the rate of $6 per day works 
out as follows: 





27 days at $6 per day gives total hospital charge..................05- $162.00 
Operating room, x-rays, ambulance, etc. (20 per cent of total hospital 
PANG Be oe ice ay Sh hal oh ge LT CRNA TA Sin a eae 32.00 
Average professional fee for $6 group (See Footnote No. 10)....... 65.00 
NAR (CNORUE i505 eid cine rae 2 rete cig ew. one ad eee cr ee a Ee $259.00 
The $7 rate is the first rate group as a private patient: 
27 days at $7 per day gives total hospital charge..................6- $189.00 
Operating room, x-rays, ambulance, etc. (20 per cent of total hospital 
GUAR EE <056 cide a ee Gd Se ea oa = BEA ohn Gira atin te tareete ee eee 37.00 
Avetage professional fee for $7 Group: «2 << ce «oc nccs ce ccwaces oases 135.00 
PORAE CHE OE oo ed one Ohad TAR CORNET Ty ERR eee $361.00 


VALUE OF SUCIL STUDIES 
Information obtained from the study of hospital charges, profes- 


sional and nurses’ fees is valuable to the hospital administrator in giving 
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him a cross section of the efficiency and economy of operation of the hos- 
pital and staff under each rate group through the length of stay per patient 
and the cost per patient day. It serves to prove that although the hospital 
might have a low cost per patient day, slowness of diagnosis, delay of 
treatment, and prolongation of convalescence might extend the length of 
stay in the hospital so that the average hospital charge would be high. (See 
average length of stay per patient, Tables 1 and 2.) 

Variance in the maximum, minimum, and average stay for the different 
diseases shown in this study would lead one to believe that a flat rate for 
the care of diseases generally is not practicable but information obtained 
from the study of case costs in selected diseases should be particularly 
valuable in estimating an approximate cost of hospitalization in certain types 
of disease and so enable an intelligent financial arrangement to be made 
with patients who present themselves for admission. 


ican caaciramiieaoaienias 
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Standardized Procedure in the Treatment of Personnel— 
Vacations, Sick Leave, Salary Increases 


BORIS FINGERHOOD 
Superintendent, Israel Zion Hospital, New York City 


T MUST BE ASSERTED at the outset that no millennium has as yet been 

achieved in hospital management, and that no standards of uniformity 

and efficiency have been found with regard to procedure in the treat- 
ment of personnel in hospital organization. There are, however, certain 
organization principles that must be adhered to if the institution is to be 
properly organized, i.e., if the efforts of every individual connected with 
it are to be productive of the best results. 

The organization of a hospital is the mechanism by means of which 
the plans and orders of its executives are carried out. It calls for clearly 
specified centralization of authority and a distribution of responsibility 
which leaves no room for any ambiguity. 

In hospitals of any size, the various branches of activities are segre- 
gated into separate departments in charge of executive heads. Each de- 
partment works as a distinct unit, each is responsible for the performance 
of certain routine duties, and each is more or less self-centered, coming 
into contact with other departments only in so far as the work of one 
department bears upon or directly affects that of another. 

The hospital is, however, only a complete organization when it is divided 
into departments for the purpose of convenience of management and of 
specialization in distinct spheres of work. It still functions as a whole, 
the departmental division being a convenient arrangement for carrying its 
plans into execution. 

Execution implies control—control of the organization, without inter- 
ference or meddling, either by individual members of boards of trustees, 
or by any outside influences, whether they are political or communal, lay 
or medical. 

It is the function of the hospital organization, under the direction of 
the superintendent, to devise methods and systems for carrying out the 
work of control and for coordinating the activities of one department with 
those of another. 

This function of supervision, therefore, should not be limited to the con- 
trol of a few clerical activities connected with bookkeeping, office work, or 
purchasing, as is sometimes supposed. This is altogether too narrow a 
conception of its field. 

The threads of the superintendent’s activity should weave in and out 
of every department of the hospital and every transaction into which it 
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enters. It is the coordinating element which binds the various activities 
together—business or professional—so as to proyide a permanent unity of 
function. The superintendent of an institution of any size who attempts 
to probe too deeply into the affairs of the departmental units, either from 
a sense of lack of dependence on the department head, or in a desire to 
be in closer touch with minute details, makes as fatal an error in adminis- 
tration as the superintendent guilty of the most superficial and perfunctory 
control. At the head of each smoothly functioning organization must be 
an executive who has an intimate familiarity with the work of the in- 
stitution over which he presides, combined with a detachment which makes 
his point of view all the more valuable. 

The superintendent should be the connecting link between the governing 
board and its committees on the one hand, and on the other between the 
lay board, the medical board, and the medical committees. 

While it is not the intention of this paper. to promulgate these principles 
as new discoveries, it is its purpose to reiterate them as fundamental prin- 
ciples of organization and administration which are too often forgotten, 
although they are basic and lie at the foundation of a well functioning 
hospital to the same degree that they are fundamental in any well or- 
ganized establishment. 

The superintendent’s job is what he makes of it. In some organizations 
the superintendent is nothing more than a chief foreman in charge of the 
employees in the various departments of the institution. In others he is 
the executive who counts in planning as well as in executing the plans and 
policies of the hospital. 

The superintendent who has a broad conception of the duties of his 
office, and who makes his governing board share his conception with him, 
does not occupy himself too much with the details of the work of his 
organization. He is not concerned with the routine or the details—he 
sees to it that his department heads are competent to direct the activities 
of their respective departments. And since the activities of any one de- 
partment usually affect those of another department, it is the superinten- 
dent who acts as the coordinator of these activities. 

At this stage I should like to advocate the thought that, irrespective of 
the size of the hospital, the superintendent should make it a point to 
delegate the work of purchasing to someone else, leaving to himself a 
supervisory function only. In large hospitals this is naturally the case, 
hut in smaller hospitals, where the budget would not allow the employment 
of a purchasing agent, the superintendent should assign this important 
work to some other competent employee, who should have the aid of a 
purchasing commiitee consisting of members of the board, usually men of 
business in various lines. This would leave the superintendent free to 
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exercise his judgment over the efficiency displayed in this important work, 
and will very often result in greater economies, and might possibly also 
cut down the turnover in the employment of so many new superintendents 
of hospitals. 

The matter of adjusting vacations and sick leave is one that may lend 
itself in a relative degree to standardization, depending very largely on the 
specific conditions prevailing in any given institution. In some it is ad- 
justed in every individual case, in others each group is given a definite 
schedule of vacations and sick leaves—some time differentiating these by 
the years of service in the particular hospital. 

One definite principle, however, may be borne in mind in connection 
with vacations, and that is that they are not given as a premium for serv- 
ices performed in the past, but as a stimulant for services to be performed 
in the future; hence no employee is entitled to such vacation upon his 
severing his connection with the hospital by resignation or otherwise. 

The policy of a hospital with regard to “sick leave” is usually deter- 
mined by the financial aspect of a hospital. There, much can be said for 
or against either payment or non-payment for such leaves, depending 
upon whether the employee is cared for during such illness in the hospital 
or in his home, also the length of the employee’s service in a given hos- 
pital. The labor and home conditions in the particular locality play an 
important role in the determination of this policy. 

Salary increases.—This seems to sound like an archaic matter, one that 
does not register in our part of the country—and if it is a problem, its 
solution may safely be delayed for some time; no one hospital, not even 
in the New England States, is waiting for its determination. There are 
several interesting corollary problems that present themselves in connection 
with such problems as sick leave, vacation, and salary increases. While 
it is true that the present economic crisis has had a tendency to distort 
our evaluation of these problems, their continued presence, nevertheless, 
offers a challenge. After all, hospitals are not business organizations con- 
ducted for profit with reward and recognition for services in the way of 
sick leave with pay and extended vacations based upon the monetary value 
of the individuals. They are communal and socially motivated institutions 
with a policy of social welfare clearly defined. Does it not seem logical, 
therefore, to extend to employees of these philanthropic institutions, from 
whom the same standard of efficiency is demanded as in the business world, 
frequently without corresponding compensation, some of the thoughtful- 
ness which is presumably the raison d’étre of the institution ? 

Hospital administration is growing in complexity every day and must 
be made elastic enough to cover all the functions of the institution, other- 
wise the men and women who fail to measure up to their responsibilities 
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will be superseded by those who conceive their functions in their true per- 
spectives. There is a need in hospital administration for men able to lead 
intelligently and constructively in the preparation of plans and in the con- 
trol and execution of these plans. 

The passive qualifications of small business experience or even medical 
degrees which were for a time determining factors in the selection of hos- 
pital administrators, are now being supplanted, or should be supplanted by 
the more positive qualities of abilities for leadership in supervising and 
controlling the maze of details in the management of a hospital whose 
activities are so varied and complete. No man can rise above his own 
conception of the sphere of his work. A man develops in the measure of 
his ability to shoulder responsibility. Therefore, a comprehensive view 
of these responsibilities and a determination to measure up to them will 
chart the degree of one’s ability to cope with the details of standardizing 
the procedures in the treatment of personnel 

To the same extent that it is essential that a governing board shall not 
interfere in the proper functions of the hospital administrator, it is im- 





vacations, sick leave, etc. 


portant that the administrator in turn permit initiative to develop in the 
heads of the various departments. Just as meddling on the part of a 
board will cause disorganization and mistrust to spread in the ranks of 
departmental heads of a hospital toward the administrator, so will the 
latter’s lack of confidence in his subordinates result in lack of discipline 
in the ranks of the hospital personnel toward their immediate superiors. 
l‘or a system of ideas in the average person can be harmonized only under 
the influence of an external authoritative will, since the personality of the 
average person is concentrated and determined rather by external than 
by internal factors. 

After all, a visitor from out of town cannot become too dogmatic about 
matters where the personal equation and local customs may indicate varia- 
tions that are perfectly justifiable. But a smoothly running organization 
cannot very long continue on an efficient basis unless such problems as 
sick leave, vacations, and increased compensation are handled with a policy 
which makes provision for humane regard of the personalities and needs 
of those who make such efficiency possible. 
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How Are the Hospitals Meeting the Nursing Situation? 
K. FRANCES CLEAVE 


Nursing Consultant, Pennsylvania Department of Welfare, Harrisburg 


INTRODUCTION 


N PREPARING this paper, an effort has been made to secure information 
from surveys made by both national and state organizations and spe- 
cial committees, bearing on the present situation in nursing, the general 

trends, and how Pennsylvania is meeting its own problems of nursing in 
hospitals. 

During this past year the concern of hospital administrators has been 

how they could meet an apparent financial crisis and still maintain the 
standards they have in the past and they are still hopeful of doing so. 


PRESENT SITUATION IN NURSING 


It is necessary to review briefly the present situation before we can 
think constructively or discuss the individual needs and economics of the 
nursing problems which confront us today in our hospitals. 

The report of the Committee on the Grading of Nursing Schools pre- 
sented some outstanding facts in nursing economics of the country as a 
whole. You are all familiar with this report and I do not propose to dis- 
cuss it but briefly. It does, however, give us a picture of the existing 
situation and I want to refer to certain phases of it which seem to fit into 
our daily thinking. In 1930, there were 294,268 trained nurses in the 
United States. Comparing this number with the 149,128 trained nurses 
in 1920, we find an increase of 97 per cent. This figure is even more 
significant when we compare it with only 16 per cent increase in the total 
population. Along with this number, we find also in 1930 approximately 
153,000 untrained nurses, which is only 1 per cent increase over that 
of 1920. This gave us one trained nurse for every 416 people or one 
trained and one untrained nurse for every 273 people in the country. This 
must be taken into account since both types may compete to care for the 
same patient. 

The typical family in the United States is composed of 4.1 members. 
If nursing service were evenly distributed among all families, one nurse 
would be allowed to sixty-seven families. These sixty-seven would pro- 
vide her salary. The committee therefore summarized their findings as 
follows: 

1. The supply of active graduate nurses in the United States is increas- 
ing far more rapidly than the general population. 
~~ 1Read before the Hospital Association of Pennsylvania, Philadelphia, March 22. 


[49] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


2. There is serious unemployment among nurses and this grows yearly. 
3. Yet there is shortage of nurses in some fields; geographic distribu- 
tion is uneven. Nurses tend to live in cities and avoid the country. They 
are apt to be found near good hospitals and not apt to be found in regions 
where hospital facilities are lacking. 

There is a scarcity of nurses properly prepared for nursing in certain 
specialties, such as mental illness, contagion, heart diseases, obstetrics, 
tuberculosis, pediatrics, and public health. In other words, should not 
our criteria for training nurses depend on what illnesses really do occur 
in a community as a whole—what types of patients nurses will meet after 
graduation? How does the experience now gained by student nurses 
during their training compare with this? In what fields are graduate 
nurses now employed in Pennsylvania ? 

There is also a shortage of nurses who have had systematic preparation 
for executive and teaching position in institutions or public health nursing. 

Earnings of nurses are low. They are lower in private duty than in 
either of the other two main fields. In private duty there is practically 
no opportunity for professional advancement or increased pay. 

Educational standards in nursing are rising but educational standards 
in the community are rising much more rapidly. If nursing is to attract 
women of the so-called professional type, it must set its educational stand- 
ards high enough so it can compete for students with the other professions 
now open to women. 

The quality of nursing today is the concern of hospital associations and 
nursing organizations, for the reputation of the institution depends largely 
on the type of nursing care given. 

Unemployment among nurses will continue to be a major problem this 
winter as reserves have become exhausted. 1 will mention some of the 
ways hospitals have helped to solve this situation. (ne hospital employs 
a larger graduate staff than ordinarily. All are on a salary but at regular 
intervals vacations without pay are given. In one community, in employ- 
ing married nurses only those dependent upon their nursing are employed. 
One university hospital offers maintenance in return for twenty-one hours’ 
work a week to nurses who wish to study at the university. Another hos- 
pital is giving meals, laundry, and $12 per month for room rent to the 
graduates—six at a time for four hours’ work a day. Meanwhile, the 
nurses retain their place on the registry. 

In one state, a foundation to provide private duty nursing has been 
established which supplies nurses for home and hospital on a salary basis. 
In one large city, a special fund was raised from which nurses were paid 
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$15 per week for thirty-five hours’ work in homes and hospitals for patients 
unable to pay for nursing care. 

In some cases, schools of nursing have been closed and students replaced 
hy graduate nurses. In others only one class is being admitted yearly, 
and more graduates employed. 

FACTS CONCERNING STUDENT SERVICE COSTS VS. GRADUATE SERVICE COSTS 

Dr. Burgess made a cost study of nursing in 208 hospitals. Out of this 
number thirty-seven, or 18 per cent, report they would save by giving up 
their training schools. One hundred and seventy-one, or 82 per cent, 
would lose by giving up their schools. This depends apparently not upon 
the number of patients in the hospital but upon the replacement value 
placed upon its student service. Sixty-four per cent of nursing in 1,400 
hospitals is done by student nurses. 

In 1900, there were 432 nursing schools and 160 medical schools. In 
1926, there were 2,155 nursing schools and seventy-nine medical schools. 
This offers something to be carefully studied. 

In the January number of /odern Hospital, various discussions ap- 
peared on “Should the Graduate Nurse Work Without Pay?” It was most 
interesting to get the thinking of some of our eminent hospital administra- 
tors in our institutions offering a high standard of service. The opinions 
were varied—both pro and con. 

There appeared one statement which I quote: “This is a question that 
must be settled primarily by the nurse and secondarily by the hospital. 
If the nurse knows this to be her only resource and outlet and the hospital 
can give her sufficient employment to pay for her room and board, this 
should not be wholly condemned.” Permitting nurses to work full time 
for only board, room, and laundry would be harmful to the morale of 
the nursing group and the quality of nursing service rendered would ulti- 
mately be lowered. Some felt adoption of an eight-hour day for private 
duty nurses would be helpful providing salaries could be adjusted to meet 
the ability of the average person to pay for such service. 

“When needs become urgent and help must be had at any price, there 
is an understandable tendency to abandon standards of service and reward 
which have been achieved over many long years.” So states one hospital 
administrator, and we all know this to be true. 

GROUP NURSING: CHEAPER SERVICE TO PATIENTS—MORE EMPLOYMENT FOR 
NURSES 


This type of nursing still seems to be in the experimental stage except 
in a few cases. Of the reports received and studied, the Grace Hospital 
in Detroit appears to have the most hopeful report after three years’ experi- 
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ence in this type of service. Their success seems to be built partly on the 
special construction of semi-private rooms grouped in units of twenty- 
four to thirty beds for the use of patients with moderate means and the 
adoption of flat rates for professional fees within minimum and maximum 
limits comparable to the pocketbooks of the patients. 

The group nursing carried out in this hospital for two years was limited 
to two services, one comprising a service of thirty-two beds in small 
wards, the other a service of nine two-bed rooms on one floor. If semi- 
private bed accommodations are widely scattered, group nursing is not 
feasible. 

Nursing personnel in each group is made up of three graduate nurses 
on eight-hour duty, covering the full twenty-four-hour period. Two or 
three patients are assigned to them for special nursing depending on the 
seriousness of each patient’s condition. The nurses are engaged at monthly 
salaries approximating the average salary of floor supervisors plus three 
meals daily. As they are on eight-hour duty, they have no other time off 
duty or vacation allowance. They are granted six days’ sick leave for 
ach twelve months’ service. 

The cost to the patient of moderate means for bed, board, and ward 
nursing charges ranges from $3.50 to $5 per day or $7.50 per twenty-four 
hours including nurse’s board. 

No opposition has come from the medical staff and most nurses have 
felt it fills a need for the nursing care of patients with moderate means. 

A financial statement showed the first twelve months’ experiment ; the 
hospital broke even one month, five months showed a small deficit and six 
months showed a small surplus. 

During the second twelve months, three months showed a deficit and 
nine months a surplus. The books at the end of two years showed a small 
surplus of a few hundred dollars which has been designated as a group 
nursing fund used to meet the nursing deficit which may occur to be used 
for the payment of hospitalization of group nurses beyond their six-day 
annual sick allowance. As a larger group nursing service developed a 
greater surplus reduction in charge to patients might be made. 

Summarizing the advantages of group nursing in this institution—first, 
to the public, group nursing provided a reduction of 45 to 60 per cent in 
the cost of special nursing which could still be reduced if it could be ap- 
plied on a larger scale. 

Second, it affords opportunity for the patient to retain the services of a 
nurse longer than were they paying the full price of a special nurse and it 
also provides a higher grade of nursing. 

To the nurse, it assures steady employment; to the hospital, it insures 
continuity of special nurse service for many patients whose conditions 
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demand individual attention. The eight-hour day does away with hourly 
relief. 

In the hospital’s report of this service it states: “The patient of mod- 
erate means cannot be treated as an open ward patient without special 
care as in most instances he is a person of culture and education. Our 
experience leads us to believe that group nursing offers the greatest and 
most practical single factor in the lowering of the cost of hospital care to 
the patients of this class.” 

The Massachusetts General Hospital states that its experiment in 
group nursing at the Baker Memorial for patients of moderate means has 
not been very successful because of lack of demand for the service; per- 
haps, because there is a feeling there is not enough advantage in group 
nursing over floor care to warrant the expense. The expense to the patient 
is $6 for twenty-four-hour service. 

Dr. Turner, of Mt. Sinai Hospital, New York, in his article in Modern 
Hospital, July 1932, states that in reviewing the experience in group nurs- 
ing in other hospitals, the result in many instances has been discouraging. 
An examination of the reported failures seems to show that they have been 
due not so much to any fault in group nursing, as such, but to faulty 
planning; most of the rooms and buildings in which group nursing has 
been tried were not built for this purpose nor were they designed or 
equipped in such a way as to assist in making group nursing acceptable to 
patients or workable for nurses. 

Dr. Turner states that in the short time group nursing has functioned 
at Mt. Sinai, it appears to be a successful experiment. 

Other reports show that group nursing has failed due to faulty prep- 
aration and planning. We do not have any reports of experiments in 
group nursing in Pennsylvania as there have apparently been few instances 
where this type of nursing has been tried out. 


EXISTING CONDITIONS IN PENNSYLVANIA 


The Committee on the Distribution of Nursing Service has made an 
extensive study during the past two years. I will deal with this study only 
as it pertains to Pennsylvania. 

A questionnaire was sent to 164 hospitals with accredited schools of nurs- 
ing and to 158 hospitals without schools of nursing. One hundred and 
seventy-eight replies were received. To the question, “Do you employ 
graduate registered nurses?” 171 replied, “Yes.” It was estimated from 
replies received in answer to “How many general staff nurses were em- 
ployed?” that out of the 1,892, 354 were general duty nurses only. 


The typical salary ranged from $60 to $135 per month with maintenance. 
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It might be of interest to have this schedule according to geographical 
districts. 


District No. 1 Philadelphia and vicinity....... $60.00 to $135.00 
District No. 2 Reading and vicinity.......... 75.00 to 125.00 
District No. 3 Wilkes Barre and vicinity...... 40.00 to 130.00 
District No. 4 Harrisburg and vicinity....... 60.00 to 115.00 
District No. 5 Altoona and vicinity.......... 65.00 to 135.00 
District No. 6 Pittsburgh and vicinity........ 34.00 to 150.00 
District No. 7 Erie and vicinity............. 30.00 to 120.00 
District No. 8 Ridgeway and vicinity ........ 72.50 to 100,00 


The reductions were from 5 to 20 per cent and the majority of replies 
showed salary cuts. 

To the question “What is being done to aid unemployed nurses?” the 
average reply from hospitals was “Trying to divide work.” 

The Committee on Distribution of Nursing Service for District No. 4 
recommended to the district at the January meeting that every nurse in 
the district be asked to contribute towards a fund to employ a nurse for 
at least one day of nursing service a month. 

Certain Visiting Nurse Associations in the state report the staffs having 
returned a certain per cent of their salary to employ special duty nurses 
for very sick patients. All employees under the various departments of 
the Commonwealth have contributed since last June one day’s salary a 
month and designated the organization to which they wish this contribution 
paid. By the end of the year, May 31, 1933, approximately $575,000 
will have been contributed. 

A six-day week was put into effect in fifteen hospitals according to 
replies received thus increasing the employment of general staff nurses. 

Postgraduate courses have been established in fifteen hospitals. One 
hundred and three replies stated they had reduced the number of students 
in their schools of nursing. 

There were 2,937 students admitted to schools from September 1930 to 
1931 and 2,562 from September 1931 to 1932 thus making a reduction of 
375 students over the previous year. 

One hundred and twenty-seven schools replied that a more careful selec- 
tion of students was being made. 

Thirty-seven reported allowances to students had been abolished and 
thirty-two reported reduced allowances; twenty replied they were contem- 
plating abolishing allowances. ‘Twenty-six schools stated they were using 
discontinued allowance money to improve the education for their students. 

The population of Pennsylvania in 1920 was 8,720,017 and in 1930, 
9,631,350; per cent of increase, eleven. The number of trained nurses in 
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1920 in Pennsylvania was 13,217 and in 1930, 25,621, an increase of 94 
per cent. 

There were 803,892 women wage-earners in Pennsylvania (1930 cen- 
sus). One out of every thirty-two was a nurse. 

There were 164 accredited training schools in Pennsylvania in 1932. 
Nine hospitals have discontinued their schools during the past year. There 
were 9,413 students enrolled according to the 1932 accredited list of 
schools. 


TRENDS IN NURSING 


The American Journal of Nursing states that 110 training schools for 
nurses were closed the past year. A large majority of these schools were 
in the smaller hospitals. 

Another trend is to discontinue allowances to student nurses and im- 
prove supervision, equipment, and teaching facilities. 

Hospitals are coOperating more with public health nursing agencies 
so that it is possible to discharge patients earlier than could be done with- 
out this service. The General Hospital in Minneapolis states through 
Miss Holton of the V. N. A. staff that it has saved $100,000 for the city 
of Minneapolis during the past year because of a change in their city 
physician plan. They use full time fellows from the hospital as city physi- 
cians instead of part time practicing physicians—residents of the city. 
They could not carry out this plan were it not for the cooperation of the 
nursing association, as they give all of the professional nursing care to 
these city physician patients. 

In Detroit in 1931 there were 252 maternity cases carried by the V. N 
A. for city physicians and in the first four months of 1932, this number 
increased to 691. The increase came about because of a change in policy. 
This can be done in larger cities where there is a well organized and ade- 
quately staffed V. N. A. service and where the Department of Public 
Welfare will assist in payment of the V. N. A. service to city physicians. 
Hospitals are saved the expense of care of this type of patient, the patient 
still receiving the care needed in his own home at much less expense. 

CONCLUSION 

There are two or three points out of this whole discussion that merit 
concluding emphasis : 

That a limit to the intake of student nurses be given thoughtful con- 
sideration. It is obvious that the nursing needs of a state should be con- 
sidered as a whole, and the size of the school of nursing should bear a 
relationship to the demand for the service of its graduates. 
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That the division of the field of service for graduates be carefully 
worked out avoiding gaps and duplications. 

That the education of nurses is a community problem and the com- 
munity must assume its share of responsibility with the nursing profession 
and with the hospitals by which the nursing schools are maintained. 

That the distribution of nursing is poor. Our rural districts are still 
without nursing care even though many of our smaller institutions have 
maintained training schools. 

That the success of group nursing depends largely on the building and 
plan and that it does afford the patient special nursing at less cost and 
has a tendency to employ more graduate nurses. 
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Council on Community Relations and Administrative 
Practice 


Preliminary Memorandum on Organization and Functions of Local 


Hospital Councils in Urban Communities 
March 31, 1933 


Introduction 

ECENT INVESTIGATIONS have shown that medical service is unevenly 
R distributed among the people and that in some localities and among 
certain classes in the community it is inadequate. Many physicians are 
practicing medicine under conditions which are not acceptable to them. 
Voluntary hospitals are dubious about their future support. While there 
are many opinions about these matters, there appears to be general agree- 
ment that medical service can be improved in quality and more satis- 
factorily distributed. 

In all plans for the improvement and better distribution of medical 
service, an important role is assigned to the hospital; but while the ex- 
pansion of hospital service is urged by some, its restriction is recom- 
mended by others. It is certain there can be no effective organized move- 
ment for the improvement of medical practice, with all that that implies 
for the public health, without hospital participation and a working agree- 
ment between the hospitals and the medical profession. 

The fundamentals of medical service are the same everywhere, but the 
resources, the habits, the traditions, and the immediate wants of com- 
munities differ. The Council of the American Hospital - Association 
therefore urges the study and evaluation of health needs on a local basis. 
The coordination of community hospital and health programs will follow 
where unsatisfied needs are revealed and the desire for improved medical 
service persists. Such coordination requires the organization of a local 
Hospital Council in every community in which two or more hospitals are 


now functioning independently. 
THE LOCAL HOSPITAL COUNCIL 


General Aims 

The local Hospital Council is an agency designed to promote intelligent 
planning and coédrdination in the field of community hospital service. It 
seeks through codperation to prevent waste and increase efficiency. It 
recognizes the autonomy of its hospital members and is interested in pro- 
moting their growth and development along rational lines, and in obtain- 
ing for them necessary community support. 
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General Procedures 
Preliminary meeting to define objectives 
Survey of hospital resources (factual material already collected by 
Community Chests, Welfare Councils, Health Councils, etc., to be 
fully utilized) 
Estimate of unsatisfied community requirements : 
a) acute hospital service (all classifications ) 
b) service for chronics and convalescents 
c) clinic or dispensary service 
d) laboratory and diagnostic service for private practitioners 
e) public health service 
Minimum Codperation 
Exchange of comparable statistical material : 
Service performed (all kinds ) 
3ed occupancy (social and clinical classifications ) 
Mortality rate ; autopsies 
Clinic attendance (classified ) 
Receipts (classified ) 
Costs (including salaries for professional and non-professional 
service ) 
Conditions of employment 
Periodic conferences for discussion of 
Statistical reports 
Community needs 
Community relations 
Legislation (existing, pending, needed ) 
Public appropriations 
Compensation rates 
Current economic problems 
Current administrative practice 
Professional relations 
a) medical 
b) nursing 
Miscellaneous matters of joint interest 
Comments 
The foregoing items correspond roughly to the program or interests of 
local hospital associations or hospital conferences which are really informal 
discussion groups composed chiefly of hospital superintendents. Such 
groups have in some cases adopted the title “Hospital Council,”” which is 
suggested here for local organizations aiming at broad and_ productive 
community programs to be developed by means of active administrative 
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cooperation. Membership confined to hospital superintendents tends to 
restrict disadvantageously the scope of local Councils. Since many of the 
problems with which Councils are called upon to deal involve fundamental 
principles of hospital policy, the participation of hospital trustees is de- 
sirable. 
An association of the “conference” type can function without a budget : 
a full-fledged Council requires a budget, the amount of which depends on 
the extent of its work. A properly functioning Council should in the 
final analysis save money for the community. 
Special Aims and Functions 
Community Relations 
a) Municipal or County Hospitals 
Definition of function 
Eligibility for admission of patients 
Terms of admission where non-paupers are eligible 
Scope of hospital activities 
Cooperation with voluntary hospitals 
Control 
Administrative organization 
Political relationships 
b) Voluntary Hospitals 
Definition of purpose 
Legitimate sources of support 
Karned income 
Contributions 
Principle of part-pay service 
Theoretical limitations of free service 
Practical limitations of free service 
Contributory schemes (periodic payment plans ) 
Distribution of income 
Special local or district responsibilities 
Ambulance service 
Ixtra-local service 
Admission of patients: principles, procedure 
a) in-patients 
b) out-patients 
Cooperation with respect to admission of patients 
Cooperation with state, county, and municipal institutions 
Legal responsibilities (limits under state law) 
State Relations (voluntary hospitals ) 
Tax exemption (on plant; on gifts) 
Principles and method of state aid 
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State responsibility (definition of) 
Hospital vs. domiciliary care 
Lump sum subsidies 
Approval of cases (per diem method) 
Time limit (acute cases) 
Special rates (chronics and children) 
Workmen’s compensation ; rates and procedure 
State inspection and regulation 
Legislation (participation in framing of laws and regulations ) 
Public Health Relations 
Communicable disease program 
Care of patients 
acute contagious diseases 
venereal diseases 
tuberculosis 
Preventive measures affecting 
a) community 
b) hospital workers 
Child welfare program 
Mental hygiene program 
Public health education 
Medical social service 
Laboratory service 
Public health nursing 
Periodic health examinations 
Capital Savings 
Consideration of building programs from community standpoint 
(avoidance of unnecessary duplication of plant and equipment ) 
Maintenance 
Wage standardization (flexibility desirable) 
Standardization of goods for consumption 
Cooperative purchasing 
Joint utilization of power plant and of other facilities 
Uniform Accounting 
Approval of standard system 
Adaptation of standard system.to lecal conditions 
Income 
Joint fund-raising 
Development of new sources of support 
Allocation of community funds 
Uniform charges for like service 
Flat-rate hospital charges 
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Periodic payment systems 
Joint collection agency 
Medical Standardization 
Support of basic standards approved by A. H. 
sentative bodies 
Clinical records 


A. and other repre- 


Rules of clinical procedure 
Laboratory standards 
Out-patient standards 
Ethics 
Support of standard medical nomenclature 
Medical Relations 
Staff organization: general principles 
Staff appointments : 
Eligibility for clinical service 
Courtesy staff 
Safeguards 
Interns 
Selection and training 
Allowances 
Joint examinations 
Cooperation with private physicians 
Diagnostic service 
Special therapeutic facilities 
Cooperation and consultation with medical societies 
a) in relation to use of hospital facilities 
b) on medical economics 
fixed medical fees (flat rate) 
salaries 
ethical bases of contract practice 
gratuitous medical services 
prevention of hospital and dispensary abuse 
group practice 
c) to promote postgraduate education 
Nursing Policy and Program 
Education and training of student nurses 
Curriculum (content of course and length of training ) 
State supervision 
Grading 
Desirable number of students 
Supervisory methods and standards 
Cooperative pre-clinical and non-clinical instruction 
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Clinical affiliations (one or more hospitals) 
Housing standards 
Health supervision 
Recreational facilities 
Hospital relationships 
Finances 
endowment 
fees and allowances 
hospital support 
Graduate Nurses 
Salaries and other conditions of employment 
Group nursing plans 
Registries 
Postgraduate instruction 
Retirement and pension funds 
Administrative Principles and Practice 
Trustees: organization and functions 
Superintendent 
Departmental organization 
The Annual Report 
Content 
Uniform presentation of items indispensable to a proper understand- 
ing of local hospital activities 
Comment 
The various items enumerated under ‘Special Aims and Functions” are 
intended to cover phases of local hospital work in which advantages can 
be gained for individual hospitals and for the community by codperative 
study and joint action. The suggested program is a more elaborate one 
than any !ocal hospital council has thus far put into practice. No com- 
munity will, and perhaps none should, attempt active co6peration imme- 
diately or at any one time in all of the branches of hospital service with 
which this memorandum deals. Procedures suitable for large cities will 
not always prove satisfactory to smaller cities and towns. Rural com- 
munities are in a class by themselves. Local judgment, based upon 
intimate knowledge of conditions, will determine the best method of ap- 
proach and the order in which topics can most advantageously be dealt 
with. Organizing committees should familiarize themselves at the outset 





with the activities of existing local councils—especially of those which have 
exhibited progressive tendencies. 

There may be places where hospitals are ready to combine for a single 
specific purpose but are not prepared to unite over a wider front; even 
the most limited partnership should be encouraged provided its object is 
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affected with a public interest; in fact it is desirable that individual in- 
stitutions cultivate a community viewpoint even if there are local ob- 
stacles, momentarily insurmountable, to any joint action whatsoever. 
Where groups of hospitals are already associated in Community Chests, 
Welfare Councils, Health Councils, ete., the local Hospital Council will 
doubtless be developed under the auspices of the existing community 


organization. 


March 15, 1933 


To the Members of the American Hospital Association: 


The Council on Community Relations and Administrative Prac- 
tice will study carefully existing plans for periodic payments in 
the purchase of hospital care, and will analyze the advantages and 
limitations of various procedures. 

To assist in this work members of the Association are urged 
to inform the Council of group hospitalization plans in their own 
institutions or communities, and to provide both descriptive and 
statistical data concerning them. It will be helpful, in the study, 
to receive material concerning all fixed periodic payment plans, 
even where the hospital services are not the sole medical benefits 
received by subscribers. 

As soon as possible, memoranda will be prepared for distribu- 
tion to interested persons or groups. These memoranda will in- 
clude lists and descriptions of fixed periodic payment plans, as 
well as the administrative and actuarial experience of the partici- 
pating hospitals. Communications and literature on this subject 
should be addressed to the undersigned at the American Hospital 
Association, 18 East Division Street, Chicago. 

Sincerely yours, 
C. Rurus RoreM 
Consultant on Group Hospitalization 
Council on Community Relations and 
Administrative Practice 
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Our National Hospital Day 


VERONICA MILLER 
Chairman, National Hospital Day Committee 


HE QUESTIONS are often asked, Why do we have a National Hospital 
Day? What good does it do? Fifty people might give fifty different 
answers but to the best of my knowledge the birthday of Florence 

Nightingale was chosen and set aside to be observed as a day in which 

we are to inform the public about hospital service. The methods used for 

the release of this information are many and varied. First and foremost, 
our own hospital people must be informed, namely, doctors, nurses, and 
board members. 

Modern methods of releasing news differ widely from our business of 
keeping in line with a rigid code of ethics centuries old. We are reminded 
that not long ago we were satisfied with little here below and that little 
lasted long, but times have changed. Now we want much and want that 
continually. Any other than a hospital business with one half the human 
interest angle would have a permanent place on the front page of the 
newspaper. The hospital business is not one in which commodities are 
wrapped in brown paper and sold over a counter but one which deals in 
highly specialized service. It is the quality and not the quantity of this 
service by which hospitals should be judged. 

In order to bring this fact more forcibly to our minds let us for a few 
moments go back of the scenes to review the set-up of modern hospitals. 
Then let each answer for himself the questions at the beginning of this 
article. Our present day hospitals are products of our own making. It 
isn’t necessary to go into ancient history to throw light on our present 
institutions. They are in line with modern medicine and surgery and 
the demands of modern life. Suffice it to say that greater advancement 
has been made in medicine in the past one hundred years than in all 
previous centuries combined. We may be living in a world of unceasing 
changes, an improvident age, a technocratic age, or any other age we wish 
to conjure up as a typical expression of our time but the cold fact remains 
that we are passing through social and economic changes that threaten 
the very existence of our present system. These changes are not confined 
to any particular group or organization. They involve the hospitals and the 
medical and nursing professions. Unless our forces are unified changes 
may occur that will submerge all of these organizations. 

Doctors, nurses, and patients are an integral part of the hospital. Let 
us look without bias at each of these groups in its true value. 

The réle played by the doctor is all-important. The reputation of any 
hospital varies according to the caliber of its medical staff. With the 
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finest building the world has to offer, with the latest and best equipment 
obtainable, a hospital is no better than the service rendered by its medical 
staff. At times doctors render much more than medical service. Many a 
hospital has thrived financially through the reputation of famous surgeons. 
Millions of dollars have come to hospitals in endowments through doctors’ 
grateful patients as well as thousands of dollars’ worth of equipment 
through some outstanding member of the staff. Many an institution has 
suffered an irreparable loss through the passing of a great medical man. 
“By their works ye shall know them,” is applicable to this profession. 
Whatever deduction we choose to make, such as the one commonly made 
by laymen that doctors have poor business acumen or that they present 
problems of a temperamental nature, from a managerial standpoint we 
must concede to them their rightful place in the hospital. Since the 
epochal month of November 1929, usually the first thing a doctor has 
heard from a prospective patient is that he has lost everything in the 
stock market, and many of them have, but far too often the loss in the 
stock market is used as a smokescreen. What is the doctor to do? He 
is forced to give more and more service without any hope of recompense. 
These are no state secrets, but in the meantime thousands of doctors have 
been forced to seek help from welfare stations. These horrible facts are 
accepted with silence. However, hope deferred takes on new vigor 
when it has reached a point where it is irritating even to a great many 
laymen to hear medical men denounced as reprehensible. 

When the star of prosperity was in the ascendancy our schools of 
nursing flourished to unprecedented heights until we were graduating 
nurses to the tune of 20,000 per annum. The process of elimination can 
not keep pace with this number, nor does the increase in population absorb 
the overflow even in normal times. Good nursing cannot be measured in 
dollars and cents, as there is no substitute for it. Many a patient expresses 
approbation of a hospital merely because of good nursing care. Nurses 
have contributed a good share to the success and permanence of our mod- 
ern hospitals and have probably suffered most from unemployment in the 
period of transition and readjustment. 

Competition in industry is as old as business itself. Panics and depres- 
sions, according to history, are mentioned centuries B. C., but the situa- 
tion that now confronts hospitals and nurses has no precedent. It is 
solely a product of the new era. The solution of the whole problem seems 
to be in the hands of the people. 

The elusive public which we serve is made up of individual patients. 
When a man has a protracted illness or needs an operation there is no 
place to which he can go and have the assurance of receiving specialized 
care except the hospital. But what most of us lose sight of is the fact 
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that this public we serve is accustomed to new things and new ideas con- 
tinually. Does not the automobile industry put on a parade of new models 
in a blaze of glory every year? Are not the styles in architecture con- 
stantly brought up to date? Are not artists and chemists paid handsomely 
for new ideas? But the prize of all, even in this year 1933, goes to the 
designer of women’s clothes. Styles come in one week end and make 
last week’s styles look like a character in Punch. And so the parade of 
new ideas is ever before us. The saturation point seems never to be 
reached, 

Now what happens when a patient comes to the hospital? Hospitals 
have never paraded their wares in a spectacular fashion and the routine 
in a patient’s room is comparatively simple. He does not see the intrinsic 
value for which he is asked to pay a very reasonable amount, a sum fre- 
quently below cost. If he has lost his sense of values, he cannot readily 
adjust himself to these charges even though his sojourn may be mingled 
with novelty. Do we need to reéducate him? Probably so. Especially if 
he is one who has read about the luxurious service in our modern hos- 
pitals. Now is the time to differentiate between luxuries and necessities, 
between needs and desires. As most of us can no longer afford the things 
we once were accustomed to, we must of necessity learn to enjoy the simple 
things of life and the hospital is one place where simplicity should be 
rigidly enforced. 

Since the Federal Government has taken the reins in hand to put a stop 
to reckless banking and is using all the resources at its command to effect 
necessary economies in order to save us from disaster, is it not reasonable 
to believe that the spotlight will be turned on our institutions especially 
in view of the fact that it has become necessary to appeal to the Recon- 
struction Finance Corporation for loans? It may readily be said that 
hospitals are more or less ultra-conservative especially when the fact be- 
comes known that only one out of every forty-five hospitals has failed 
as compared to one out of every twenty-two business concerns and one 
out of every six banks. Still it is only through the most rigid economy and 
the help of the Government that some of the remaining hospitals can 
survive. 

We are surrounded on all sides with offers of relief measures. To date 
over thirty-three new schemes for group hospitalization have been pro- 
posed. Many of these schemes foster and encourage competition and such 
competition can only lead to disaster. In the meantime hospitals carry 
a crushing burden, many doctors go unpaid and thousands of nurses are 
waiting for work. If our national organizations are to be of real service 
to all concerned they should unite in conference and help solve these 
problems. With your support, the American Hospital Association is a 
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tower of strength. More than ever hospitals need to be joined together in 
a strong national organization. Coordination and cooperation are its life 
blood. Do your share this year to bring in new members. Let the public 
know that your hospital is a member of this worthy institution. 

And so we come back again to National Hospital Day. There are many 
things you can do on that day, as outlined in the Hospital Day Guide, 
which will help you to formulate your answers to the foregoing questions. 
Also, for your assistance the Public Relations Committee is preparing up- 
to-the-minute radio and club talks, news releases, and statistics. These 
may be supplied upon request to the National Hospital Day Committee, 
939 N. La Salle, Chicago, Illinois. 
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Group Payment Plans’ 


HERMAN SMITH, M.D. 
Superintendent, Michael Reese Hospital, Chicago 


HE SUBJECT ASSIGNED to me for tonight is group payment plans. I 

would rather discuss it under the name of group hospitalization be- 

cause that is the name becoming more generally accepted for these 
programs, and it is more descriptive of the service—namely, hospitaliza- 
tion. 

Although there is fairly adequate literature on the subject of these pro- 
grams in the United States, especially considering the newness of the 
work, one is surprised, in talking to many persons, at their haziness about 
the whole situation. 

This paper is in no sense of the word written along encyclopedic lines, 
but I will attempt to outline the main phases of the problem so that they 
will be concretely available when, in a few moments, we consider the 
various aspects of a plan contemplated for Chicago. The presentation of 
this plan will be my main theme. 

The program of group hospitalization was first developed in the United 
States by the Baylor Hospital in Dallas, Texas, about three years ago and 
since then has spread rapidly, particularly within the last year. Much of 
this spread is due to the full discussion of the problem which took place 
at the last meeting of the American Hospital Association at Detroit, and 
is reported in the proceedings of that meeting. 

Articles by Van Dyk? of Newark and Rorem* of Chicago give very 
clear and concise pictures of the set-up and machinery and some of the 
underlying philosophy. 

Group hospitalization is one of those happy solutions which should sat- 
isfy all groups concerned, at least insofar as the program goes. It should, 
but doesn’t, satisfy those ultra-conservatives who are opposed to all change, 
merely because any change, irrespective of its merits, may some day in 
some way lead to some other change which may not be perfect and so on 
and so on. It does not satisfy the radical group, which wants all things 
including medical upset and demands the millennium over night. 

It should, and I believe after thoughtful consideration will, satisfy some 
of the needs of the community, some of the needs of the physicians, and 
some of the needs of the hospitals without in any way disturbing the 
present professional and ethical relations existing either between any of 
these groups or in any of these groups. 


1Delivered before the American Conference on Hospital Service, Chicago, February 
14, 1933. 
?Hospital Information and Service Bureau, United Hospital fund of New York. 
8The Modern Hospital, January 1933. 


[68] 








April, 1933 HERMAN SMITH, M.D. 


Group hospitalization, like most new things and many old, is subject to 
many abuses, some of which may be inherent in the program, some of 
which are the results of poor planning, some the result of over-enthusiasm, 
but most of them I believe due to the fact that the executives of certain 
programs have failed to grasp the fundamental thought that group hos- 
pitalization must first, last, and always be considered as a community 
project and not a scheme to enrich either hospitals or promoters. If all 
programs had been worked out starting with a community obligation as 
the cornerstone I believe that much of the criticism directed toward them 
at present would not have developed. 

The Chicago Hospital Association is now formulating a plan for group 
hospitalization which I would like to describe to you in not too great 
detail. I am outlining and discussing the Chicago plan in order to show 
how we contemplate meeting the fundamental philosophy of community 
needs. By community I mean all component parts of the community, in- 
cluding the workers, industry, the physicians, and the hospital. The 
Chicago Hospital Association is an association of all the local approved 
hospitals. 

For some months a committee of the Chicago Hospital Association con- 
sisting of 

Mr. E. I. Erickson, superintendent, Augustana Hospital 

Miss Mabel Binner, superintendent, Children’s Memorial Hospital 

Mr. Maurice Dubin, director, Mount Sinai Hospital 

Mr. Asa Bacon, superintendent, Presbyterian Hospital 

Mr. J. Dewey Lutes, superintendent, Ravenswood Hospital 

Mr. Charles Wordell, manager, St. Luke’s Hospital 

Mr. Paul Fesler, superintendent, Wesley Memorial Hospital 
and the speaker, have with the help of Mr. C. Rufus Rorem of the Julius 
Rosenwald Fund studied the subject and are reporting the following pro- 
gram to the association for aaoption. It may be of interest to note that 
the program is meeting with approval on the part of those hospitals of the 
association which are familiar with the plan, and likewise of the medical 
staffs of a number of the hospitals to which it has been outlined. 

The program, briefly, provides for supplying hospital services, including 
all diagnostic facilities such as laboratory and x-ray examinations, in semi- 
private accommodations for a period of approximately twenty-one days 
per year to subscribers to the plan, for approximately $10 per year. The 
services of physicians and special nurses are not included. It is contem- 
plated, for the first year at least, to limit subscribers to employed persons, 
who will of course participate on a voluntary basis. Details will be dis- 
cussed later. 
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First and foremost the Chicago plan is conceived as primarily a com- 
munity enterprise and not a scheme to increase hospital income. It pro- 
vides hospital service on a self-sustaining basis for the large group of 
citizens between the indigent and those who do not have to budget for 
medical care. It is expected that hospital income will increase, but only 
because they do not want to accept charity and will be able to pay for 
their hospital care through the payment of monthly dues. 

We are presenting the Chicago plan, and in future to avoid repetition, 
[ will refer to it as the plan, as a community enterprise for the following 
reasons : 

1. It will help decrease tax burdens and unbearable philanthropic 
burdens by making available a program to insure hospitalization 
through monthly payments for those who are able to pay in this 
manner but who cannot pay for this same care when illness 
strikes. ; 


bo 


It is hoped that all the hospitals of the Chicago Hospital Asso- 

ciation will enter into it. 

3. All of the hospitals of the Chicago Hospital Association will, in 
a mutual non-profit corporation, have complete control of the 
finances and policies of the plan. 

4. A community advisory committee will be formed to advise in all 
matters. 

5. The hospitals will receive only a reasonable fee, which will cover 

the costs of their services, and any surpluses, after providing for 

ordinary reserves, will be returned to subscribers in the form of 
lowered premiums. 


In an articlet from the Bureau of Medical Economics of the American 
Medical Association the subject of self-support was dismissed with an 
airy wave of the hand by stating that the broad effect of these plans is to 
shift the burden of hospital support from philanthropy and good will to 
the assessment of low-paid workers. I cannot agree with this statement. 
I cannot see how any plan which makes it possible for workers, by the 
payment of about eighty-five cents per month, to pay for their hospitaliza- 
tion in case of need, and therefore remain in the self-supporting rather 
than the dependent class, can be so easily dismissed. At present, there 
are large numbers of employed persons who, because they have not been 
able to insure or budget themselves against illness, are turning to the 
charity or municipal hospitals or to the charity beds of private hospitals 
for free care. They do not want to accept free care. Many want to 
make budget payments for their bills. Many would welcome the oppor- 





4J. A. M. A. 100:92 (Jan. 21) 1933. 
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tunity to budget these bills before they occur and the plan gives them this 
opportunity. The building of morale in its citizens is one of the obliga- 
tions of a community and anything which tends to keep an individual 
independent helps to build morale. 

Let me tell you of some of the reasoning involved in the community 
aspects of the plan which I have briefly outlined. 

We believe it essential to the success of the plan for all, or a very large 
proportion, of the approved Chicago hospitals to enter the plan, so that 
every subscriber may be able to go to his own private doctor and have the 
latter take him to the hospital in which he has been accustomed to work 
and to which the patient wishes to go. If this is not the case, we do not 
believe our plan or any plan should be supported by the community. 
Neither patients nor physicians should be forced into any particular hos- 
pital or hospitals; and I don’t believe they will allow themselves to be 
forced. We have no right to ask community support unless we can assure 
everyone concerned that hospitalization will be available when needed and 
that the present relationship existing between the physician and his vol- 
untary patient and the hospital will be preserved. Under this arrangement 
there will be no interference in the free and voluntary flow of patients 
and physicians into hospitals. Some in-lying suburban hospitals are now 
interested in the plan and we hope to include all recognized suburban 
hospitals in order to care for those citizens who work in Chicago but live 
in the suburbs. 

We insist that the hospitals own, control, and direct the corporation 
which will provide these hospital services. With all the hospitals in a 
mutual, non-profit organization, which will merely reimburse hospitals 
for the actual number of days’ care they have rendered each subscriber, 
there will be no opportunity for high pressure, unethical sales campaigns, 
which have been mentioned as drawbacks to the plan. The Chicago plan 
contemplates a mutual non-profit corporation of all the hospitals employ- 
ing and paying for competent and experienced direction counsel. This 
counsel will be experienced in both the hospital and employed group fields 
so that the problems of both the hospital and the subscriber may be under- 
stood and met. We feel that the executives of hospitals in general neither 
are competent nor would have the time if they were competent to administer 
the details of obtaining subscribers, carrying on the office routine, making 
actuarial studies, and all similar work necessary for initiating and continu- 
ing this type of program. We feel that the business of hospital executives 
is to run their hospitals. We are in sympathy with those opponents of the 
plan who maintain that essential services in the hospital will wane if execu- 
tives are diverted from their jobs by running outside companies. With 
our set-up we believe no such criticism is justified since, while the policies 
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of the work will be set by us, the work itself will be done by others. The 
committee sponsoring the Chicago plan is likewise in full sympathy with 
critics of commercially owned corporations organized for profit owning, 
or in any way controlling, the policies of group hospitalization plans. To 
our minds, the ultimate dangers in this type of set-up far outweigh any 
temporary advantages hospitals may think they will gain. If the entire 
community is not benefited no single hospital or group of hospitals will, 
in the long pull, have made any real advance. Hospitals must consider 
themselves as expressions of community needs. 

Wich this set-up of a hospital-owned and controlled corporation employ- 
ing direction counsel, we anticipate the active support of leaders in indus- 
try, labor, medicine, and the social service fields. With this support we 
expect to get the codperation of every unit in the community in put-ing 
the plan into operation. While our corporation and its finances will be 
controlled by a board of directors consisting of trustees from all member 
hospitals, we contemplate the formation of an additional permanent ad- 
visory committee consisting of representative members of industry, labor, 
medicine, and social service, who will advise with the hospital corporation 
in matters concerning public relationship, policies, ete. We will expect 
this advisory committee to be paricularly interested in the questions of the 
relationship of the fee paid by the subscriber and the amounts paid to the 
hospital. We expect, as I said before, that individual hospitals will be 
paid for the actual number of days’ care they give each subscriber. ‘This 
payment will be on a mutually prearranged basis which will cover the 
per capita cost of hospitalization. 

The excess of income over the amount paid to hospitals for services 
rendered will be available for three major purposes. [irst, the payment 
of the actual expenses of the corporation; second, the establishment of 
reserves for bad risk years; and third, the remainder, which will be re- 
turned to the subscribers in reduced premiums. Under this plan it is 
obvious that the low-wage subscriber, as he has been named, will in no 
way support the free work of the hospital. We believe that the care of 
the indigent should be borne by the hospitals’ endowment funds and by 
gifts or subscriptions given for that express purpose. Taxes should carry 
their share of the burden in cases where these other funds are not great 
enough to support the load; and they should carry the entire load if there 
are no endowment funds, gifts, or subscriptions available for the care of 
indigent patients. Alchough it is a fact that in the past, and at present 
in many instances, the paying patients in hospitals unknowingly made con- 
tributions to the care of the indigent by paying more than the actual costs 
of the service they received, we should not for a moment allow the great 


middle group, which will most largely support this plan, to carry any 
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portion of the free work of any hospital. I seriously question whether any 
paying patient should pay more than the actual costs of his care, but that 
is another problem. 

With this set-up it is obvious that the criticism of having low-paid work- 
ers support the hospitals’ free work cannot be leveled at the Chicago plan. 
This is not the place to discuss minutiae of administration; only the 
salient points and our reasons for them will be outlined. 

It is our purpose at the start to confine subscribers to employed per- 
sons. We will make no effort to enroll individual workers but will, at the 
start, center our efforts on the large groups. We may accept individual 
workers but will not solicit them. It is obvious that the cost of enrolling 
subscribers and of administration will in this way be kept low. There 
are a number of reasons for this policy. First, this is a new thing. If 
a worker enrolls in this plan he should have no questions in his mind con- 
cerning the availability of hospital care when he needs it. If we work 
with large groups it means that we deal with employers as well as em- 
ployees and the latter will have a feeling of assurance because their em- 
ployers are in favor of the plan. In dealing with large groups some 
members of the group will, of course, have need of care reasonably soon 
after the plan is put into operation. The fact that a fellow employee was 
cared for promptly and efficiently should give more assurance to his fel- 
lows. Employees should be able to keep up their dues with a minimum 
of exertion on their part and a minimum of effort by the hospital corpora- 
tion. Dealing with large groups allows for monthly payroll deductions, 
which become automatic. 

After we have had a year or more of actual experience with various 
groups, we may be prepared to extend the facilities of the plan to workers’ 
families. We wish to make haste slowly. We wish to be sure of each 
step. To us the plan offers so many advantages to every interest con- 
cerned that we do not wish to jeopardize it by jumping into the unknown. 
We are quite sure that we have sound actuarial data from the experience 
of existing groups to justify our belief that for about $10 per year we 
can offer to employed persons about twenty-one days of hospital service. 
On that fairly well assured basis we wish to start. 

We realize that we may be criticized and have by inference been criti- 
cized for withholding our benefits from all except wage-earners. To this 
we plead guilty. In defense we state that it is better to help one very 
large group than none at all and the further fact that we will be willing 
to include other groups as our experience justifies such inclusion. 

Our contracts, again realizing our community responsibility, will assure 
the subscriber of prompt admission to any plan hospital when he is referred 
by his physician. We insist on an avoidance of red tape causing delays in 
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admission. By dealing with large groups of employed persons we hope 
to eliminate certain waiting periods before the contract is effective and 
other petty annoyances. 

The contract, naturally, will not provide for care for certain very definite 
chronic diseases such as tuberculosis, or for acute contagious diseases 
which usually are not admissible under state and municipal regulations. 
It is hoped that all patients except those suffering from contagious dis- 
eases will be cared for until a diagnosis is made. 

It should be stressed here that hospitals will only admit subscribers 
when they are referred by the subscriber’s own physician, except of course 
in cases of accident when the subscriber’s own doctor is expected to care 
for him as soon as possible. 

In order to offer both the patient and his doctor every facility of the 
hospital, laboratory, x-ray facilities, and other diagnostic and therapeutic 
facilities will be available without additional charge. The advantages of 
this are obvious. The executives of the Chicago hospitals, lest anyone think 
otherwise, are not Pollyannas. They realize that this provision might open 
the road to abuses. However, they realize also that the physicians caring 
for these patients will be their own staff physicians or physicians who 
work in their hospitals, and, knowing these men, they do not fear abuses. 

The contract will further protect both the subscriber and the hospital by 
providing that the subscriber may be hospitalized by the physician who is 
to attend him in any participating hospital in which the physician is eligible 
to practice provided that the physician is a member of the Chicago Med- 
ical Society or the city or county medical society corresponding to the 
participating suburban hospitals. This should insure to the patient ade- 
quate care and give to the doctor and the hospital the assurance that exist- 
ing relations between them will be maintained. This reemphasizes the need 
of having the largest possible number of hospitals participate in the plan. 

Our contract will not cover injuries or diseases covered by the Illinois 
Workmen’s Compensation Act, because a subscriber should not insure for 
something for which his employer has to insure. The subscriber should 
have his hospitalization period available for diseases or injuries which are 
his own financial responsibility. 

We have recognized the fact that we may incur legal obligations. Our 
committee has had legal advice in its deliberation up to date, and expects 
to continue with this most important aspect of the situation all through 
its program. 

As I have frequently stated, the Chicago Plan for Group Hospitaliza- 
tion is advantageous to all classes. Let us in conclusion examine the sit- 
uation as it affects the various interests. The advantages to the com- 
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munity have previously been given in sufficient detail so that they will not 
be repeated. Let us look at the program from the position of: 

1. The subscriber 

2. The physician 

3. The hospital 
1. The plan is good for the subscriber because : 

a) It allows him to insure against what should be the major amount of 
one portion of his complete medical bill, namely hospital services. The 
maximum of twenty-one days per year is far above the average per patient. 
As our experience progresses, discounts may be given subscribers on 
periods over twenty-one days. 

b) It completely covers the diagnostic services including laboratory, 
x-ray, metabolic tests, heart tracings, and some therapeutic services such 
as physical therapy and x-ray therapy. It likewise covers operating room 
service. These items are frequently a large portion of the hospital bill. 

c) He may be cared for by any reputable physician of his choice in that 
hospital which both he and the physician desire. 

d) He may have his premiums paid by the payroll deduction plan, sav- 
ing him annoyance and assuring him that his premiums are paid. 

2. The plan is good for the physician because: 

a) It does not interfere with the present professional relationship be- 
tween him and his patient. 

b) He can hospitalize his patients as soon as they need hospitalization. 
He will not have to wait until they have saved enough at least to pay for 
their hospital bills or be forced to send them to the charity services of the 
county or some private hospital. 

c) He may treat his patients in any hospital in which he has been 
accustomed to work. 

d) He is able to obtain all the necessary diagnostic aids based on his 
and the patient’s needs and not on the patient’s pocketbook. This will 
encourage high standards of medical care. 

e) It does not interfere with the usual arrangement of professional fees 
between the physician and his patient, and the physician is in a much 
better position to obtain a fee for his services in hospital cases because 
there usually will not be a hospital bill (there will be only bills for care in 
excess of twenty-one days). 

It might be interesting at this point to quote from the inaugural address 
of Dr. Terry N. Townsend, president of the Medical Society of the 
County of New York, delivered on January 23 of this year and extracted 
in his Society Bulletin of January 28. Speaking of group purchase of 
hospitalization he says, “No other proposal that has been put forth to 
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reduce the costs of illness has the practicability of the plan’ for the group 
purchase of hospital care. If the hospitals undertook to provide this type 
of coverage, it has been computed that they could, without loss, supply 
twenty-one days of semi-private care for an annual charge of ten or twelve 
dollars. The premium covers all institutional expense except medical 
service, special nursing, and blood transfusions. 

“One of the major virtues of this proposal for group provision of hos- 
pitalization is that it does not interfere in any way with the freedom and 
privacy of the relationship between doctor and patient. . .. The Medical 
Society of the County of New York is prepared to bend its efforts toward 
the successful application of any practicable, self-supporting scheme to 
reduce the costs of hospital care to the middle classes.” 

The advantages are apparently clear to Dr. ‘Townsend. 

3. It is good for the hospitals because: 

a) It insures the payment of hospital costs by a large number of patients 
who are now unable to pay them. 

b) It leaves to each hospital freedom of action concerning its practicing 
physicians. 

c) It removes the disagreeable task of dunning patients for bills. 

d) By its diagnostic service features, it promotes the best type of med- 
ical practice. 

e) It crystallizes in the minds of the community the place of the hos- 
pital in the local scheme of things; but, equally as important, it makes each 
hospital realize its niche in the entire structure and the need of viewing 
problems as a component part of the community rather than as an isolated, 
aloof, and perhaps self-centered organization. 

Our plan, we are certain, has weaknesses, shortcomings, and in all prob- 
ability can be, and will be, subjected to abuses; but we maintain that its 
essential principles are sound, and that it is for the public good and should 
and will be, if it is within our power, carried out. We will not be diverted 
by any bogy men of our own or other manufacture but will meet our prob- 
lems as, when, and if they arise, just as we always have, on a factual basis. 


‘The Plan of the United Hospital Fund of New York. 
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Narcotic Control at the Philadelphia General Hospital 


W. G. TURNBULL, M.D. 
Superintendent, Philadelphia General Hospital 


HE PROBLEM of narcotic control has been a difficult one in all hospitals. 

Regulations adapted to the private practice of medicine have appeared 

impractical in a hospital depending on many physicians and many 
interns for its medical service. What has been legal has not always seemed 
practical, and what has been practical has not always been legal. 

The Philadelphia General Hospital has an average patient population 
of 2,100. The various types of service are grouped in separate buildings. 
It depends for its professional service on approximately one hundred 
visiting chiefs, sixty interns, and twelve resident physicians. The prob- 
lem is further complicated by the fact that in Pennsylvania a graduate 
in medicine cannot be licensed to practice until he has completed his 
internship. 

The system of narcotic control that has been developed here is not 
presented as an ideal one, but as one that seems efficient and practical in 
an institution such as this. It has the additional recommendation of having 
reduced the consumption of narcotics to approximately 50 per cent of 
what had been used under a previous system supposedly fulfilling the 
requirements of the law. 

While it is probable that in a smaller hospital or one with a different 
organization the system of receipts and checks could be simplified, the vital 
part of the system, the “Record of Narcotics Administered,” seems 
adapted to use in any hospital. 

In the Philadelphia General Hospital each department has a supervising 
nurse who has a central office in that department. Narcotics for the 
department are issued by the drugstore to the supervising nurse on 
presentation of the “Narcotic Order’ properly signed and approved. 
(Table 1.) These blank orders are in a bound book in each office. The 
stub remains in the book as the nurse’s permanent record. The order torn 
from the stub is kept in a special narcotic file in the drugstore. The 
narcotics are kept in a separate locked safe in the departmental office. 
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Table 1 


PHILADELPHIA GENERAL HospiTaL: PHILADELPHIA GENERAL Hospitat 


NARCOTIC ORDER NARCOTIC ORDER 


The following Narcotics are re-: The following Narcotics are re- 


ae ee Dept. : qttited for... 6556 .cneeercees Dept. 
Requested by .... 2c sccesccvesess : Ordered by ...............M. D 
Head Nurse : 
; ore ee 
OE Oe 5b cv csexssawadsuuddxs 
Head Nurse : 
ee ee 
Date : Head Nurse 
TI OW ask riasasvxnsenenexs 
Head Nurse 
NS ace iece cewek es 
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At the end of each month the following reports are submitted to the 
central office : 
By the chief druggist— 
Report oF Narcotics Issuep. MONTH OF ........ 


Department | Drug | Amount 





| 
| 
| 
| 
| 
| 
| 


3y the supervising nurse of each department— 
Narcotic Report, MONTH OF .......... DEPARTMENT .......... 


On Hand Received Used On Hand 
Drug | Istof Mo. | During Mo. | During Mo. | End of Mo. | 


| Check 

| 4 : 
| | | 
| | 
| | 
| | 


' 
The check in the right hand column is signed after actual inventory by 
representative of the central office. 


ot) 


The administration of the narcotics on the ward is controlled by the 
form “Record of Narcotics Administered.” (Table 2.) On memorandum 
receipt from the head nurse of each ward the supervising nurse originally 
stocked the narcotic closet of each ward with a small supply of the com- 
monly used narcotics. In no case did this supply exceed twenty-five 
triturates of any one kind. This supply is replenished whenever the signed 
“Record of Narcotics” sheets turned in by the head nurse show that the 
stock of any narcotic is becoming depleted. There completed sheets are 
turned in to the central office by the supervising nurse at the end of each 
month as a check on her monthly report. 

The intern or physician who orders the narcotic first writes the order 
on the order sheet of the patient’s chart, where it becomes a part of the 
permanent record of medication. The nurse, however, does not administer 
the dose until it is also written on the “Record of Narcotics” sheet. The 
following instructions are posted for the guidance of doctors and nurses 
in the use of this sheet: 

“1. Narcotics must not be given by the nurse on verbal or telephone 
order. 
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Table 1 
PHILADELPHIA GENERAL HospiITAL : PHILADELPHIA GENERAL HosPItAL 
NARCOTIC ORDER NARCOTIC ORDER 


PCO c 0 sivas tan eee ins 


The following Narcotics are re-: Che following Narcotics are re- 


quired for..........0.0.0 ee. Dept. : quired for. ...... 06sec eeees Dept 
TTC TT TET T TTT OORT : Ordered by ...............M. D 
Head Nurse ; 
; ee See 
OI vices ceeeieondensds 
Head Nurse : 
ere 
Date d Head Nurse 
Lee eee ee Lee Eee eT eee 
Hlead Nurse 
ee eee Cee 
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At the end of each month the following reports are submitted to the 
central office : 
By the chief druggist— 
Report oF Narcotics Issuep. MONTH OF ........ 


Department | Drug | Amount 








bs 
| 
| 
| 
i 
| 
| 


7 
| 
| 


By the supervising nurse of each department— 
Narcotic Report, MONTH OF .......... DEPARTMENT .......... 


| On Hand Received Used | On Hand 
Drug | Istof Mo. | During Mo. | During Mo. | End of Mo. | Check 


| 
a 
| | 


The check in the right hand column is signed after actual inventory by 


representative of the central office. 

The administration of the narcotics on the ward is controlled by the 
form “Record of Narcotics Administered.” (Table 2.) On memorandum 
receipt from the head nurse of each ward the supervising nurse originally 
stocked the narcotic closet of each ward with a small supply of the com- 
monly used narcotics. In no case did this supply exceed twenty-five 


as 
poh] 


triturates of any one kind. This supply is replenished whenever the signed 
“Record of Narcotics” sheets turned in by the head nurse show that the 
stock of any narcotic is becoming depleted. There completed sheets are 
turned in to the central office by the supervising nurse at the end of each 
month as a check on her monthly report. 

The intern or physician who orders the narcotic first writes the order 
on the order sheet of the patient’s chart, where it becomes a part of the 
permanent record of medication. The nurse, however, does not administer 
the dose until it is also written on the “Record of Narcotics” sheet. The 
following instructions are posted for the guidance of doctors and nurses 
in the use of this sheet: 

“1. Narcotics must not be given by the nurse on verbal or telephone 
order. 
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“2. P. R. N. orders for narcotics cannot be written. 

“3. Each dose ordered must be written on a separate line. 

“4. An intern must receive the authorization of his chief to use the 
chief’s name and register number per the intern’s initials. 

“5. The nurse actually administering the dose must sign immediately. 

“6. If in the preparation or administration any of the drug is wasted 
note to that effect must be made under ‘remarks.’ 


Table 2 
PHILADELPHIA GENERAL HOSPITAL 


DEPARTMENT. — 





Record of Narcotics Administered 


Date Time Name of Patient Physician Reg. Dose Administered by Remarks 


No. 





Amount accounted for on this sheet 
Morph. Sulph. 
Codiene 
Cocaine 
Other Head Nurse..........ccccccceeceerceeene sarpssbnbdvaacrbod vcvbebeaisavereseinases 
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7. A nurse may be authorized by the physician to omit a dose for 
which he has written, if in her judgment it seems unnecessary, but under 
no conditions may she be authorized to give a dose for which he has not 
written.” 

This system has now been in use in the hospital for more than a year. 
Its effects have been excellent in that it has markedly reduced the con- 
sumption of narcotics without causing undue annoyance to the physicians 
or suffering to the patients. 

The saving in narcotics can be seen by the record of hypodermic tablets 


purchased : 

1931 1932 
Codeine sulphate........... gr. 1/2 200 bottles 25 bottles 
Codeine sulphate........... gr. 1/4 200 bottles 100 bottles 
Morphine sulphate.......... gr. 1/4 400 bottles 200 bottles 
Morphine sulphate.......... gr. 1/6 150 bottles 150 bottles 
Morphine sulphate.......... gr. 1/8 200 bottles 0 bottles 


The results were even more marked in narcotics purchased in bulk as 
the system virtually did away with the use of codeine in solution. 


1931 1932 
Ct CNN ia avis Heiss Bae 425 oz. 0 oz. 
Cocnine Iypdectiorate. 3... 665450 scevensa eines 60 oz. 30 oz. 


The financial saving to the hospital since the introduction of this system 
has alone far outweighed any additional labor it has entailed. 
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Hospital Social Work’ 


HELEN BECKLEY 
Chicago 
KATE McMAHON 


Boston 


IIE PRIMARY purpose of medical social work—also known as medical 

social service, or hospital social work or service—is to further the 

medical care of the patient by a method of medical social case study 
and treatment. Its major activity is, therefore, medical social case work. 
The method is that of social case work correlated with the medical treat- 
ment prescribed in each case by the doctor. It requires the assembling 
and analyzing of data and the outlining and carrying through of an inte- 
grated medical social plan. Its basis is the medical need of the patient— 
a need which may be aggravated by social conditions and may therefore 
require social as well as medical treatment. This service contributes to 
the physician’s understanding of the patient and his problem by bringing 
to his attention significant data regarding the patient’s personality and 
environment. It may enable the patient to understand and carry through 
a plan of treatment, satisfactory to the physician, which possibly necessi- 
tates adjustments in the patient’s work or home. 


Development, Organization, and Extent of the Service 

The year 1895 marked the employment of the first full-time social 
worker in a hospital. In that year, at the initiative of Charles S. Loch, of 
the Charity Organization Society of London, a worker was assigned to 
the Royal Free Hospital of London as an almoner, one-fourth of her 
salary being paid by the hospital and three-fourths by the Charity Organ- 
ization Society. In the United States some ten years later, paid, full-time 
social workers were introduced into out-patient departments of the Massa- 
chusetts General Hospital (Boston), Bellevue Hospital (New York City), 
and Johns Hopkins Hospital (Baltimore). Beginning thus in the out- 
patient department, the service was gradually extended to the hospital 
wards. 

In the early American developments, as in England, the incentive and 
financial support came from individuals outside of the hospital. Inevitably, 
that form of divided responsibility proved unsatisfactory, and hospitals 
have tended, therefore, to take over the entire responsibility for organizing 
and financing their departments of social work. In 1920 a study made by 
the American Hospital Association indicated that 50 per cent of the three 
hundred departments then in existence were integral parts of the hospital 





1Social Work Year Book, Russell Sage Foundation, 1933. 
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organization, directed and financed by the hospital administration. Ten 
years later the White House Conference reported a much larger propor- 
tion—89 per cent of the 598 departments studied being similarly related 
to their respective hospitals. The department of social work, like other 
departments of the hospital contributing to the study and treatment of 
the patient, takes its place in the organization of the institution. The direc- 
tor is responsible to the administrator of the hospital. 

Reports of the Department of Medical Education and Hospitals of the 
American Medical Association for 1931 show 1,044 departments of social 
work in the 6,613 hospitals of the United States. The New England and 
the Mid-Atlantic states contain slightly more than 40 per cent of these 
departments, the others being fairly well distributed, with concentrated 
points in the large metropolitan areas. Nevada is the only state reporting 
no such department. 


Public and Private Fields 


The American Medical Association figures for 1931 indicate that about 
40 per cent of hospitals reporting social service departments are tax-sup- 
ported. Conspicuous in that group are (a) the Veterans Bureau, which in 
1932 employed 119 social workers in 74 field stations, homes, regional 
offices, and hospitals; (b) state hospitals, especially in the Middle West 
where there is affiliation with state university medical schools, and where 
programs of social work have been undertaken which are making out- 
standing contributions to the health field and to the field of social service ; 
and (c) county and municipal hospitals, dispensaries, and health centers 
which in many parts of the country are doing most creditable medical 
social work. 

Conspicuous in the field of private endeavor are social service depart- 
ments in the large teaching hospitals where the practice of medical social 
work is being studied and research is being carried on into the social 
causes and treatment of illness. Schools of social work affiliated with 
these hospital centers, as well as in some of the State University hospitals, 
are proving their value as places where students of social work may be 
trained in research and field work under able direction. In the special 
hospital field, also, medical social work has made significant contributions. 
Children’s hospitals, tuberculosis sanatoria, and more recently hospitals 
for eye conditions, cancer, and for the chronically ill have introduced de- 
partments of medical social service as part of the general organization. 

One of the most interesting developments in privately supported medical 
social work during the past few years has been that of the American 
National Red Cross, which now has a medical social service department 
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employing fifty-four trained social workers and providing codrdinated 
recreation service in six army and ten navy hospitals, and in St. Elizabeth’s 
Hospital, Washington, D. C., under the Department of the Interior. The 
director of social work in each of these hospitals is responsible to her or- 
ganization for case work technique, functions, and policies. She is also 
responsible to the officer commanding the hospital, and the department of 
social work is an integral part of the hospital organization. This pioneer- 
ing of the Red Cross was also done in hospitals of the United States 
Veterans Bureau and tne National Soldiers’ Homes. The value of medical 
social work was so successfully demonstrated that responsibility for it in 
these Veterans Bureau hospitals has been assumed by the Federal Govern- 
ment. 


The National Organization 

For the purpose of safeguarding professional standards through group 
activity, the American Association of Hospital Social Workers was or- 
ganized. Persons practicing medical social work who have had _ profes- 
sional education and experience are eligible for professional membership. 
This now numbers 1,363. In order to coordinate the local groups through 
the central organization, provision was made for districts. Committees 
responsible for the usual functional activities of an association were pro- 
vided on a democratic basis, and study committees to conduct research 
into the methods and practice of medical social work were organized. 
There are at present twelve district organizations and fourteen committees. 
The minimum standards for departments of medical social work, which 
were incorporated in the standardization report of the American College 
of Surgeons, are the product of the Minimum Standards Committee of 
this Association. Reports of the Association’s Committees on Function, 
Records, and Case Competition have been valuable contributions to the 
literature of this field. 

Significant joint projects which the Association has undertaken with 
organizations in allied fields include: the Handbook in Statistics in Med- 
ical Social Work; comparable medical social statistics collected monthly 
by the United States Children’s Bureau; a report on the use of the social 
service exchange, published in 1931; a joint committee with the National 
Tuberculosis Association, which is considering mutual activities, and a 
similar committee wich the League of Nursing [Education and the National 
Organization for Public Health Nursing, which is bridging gaps between 
the two professional fields. Still other joint committees are considering 
medical social work and its relation to Catholic hospitals, psychiatric social 
work in general hospitals, and questions concerning the placement of social 
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workers in hospitals. Close working relationships are also maintained 
with the American Association of Social Workers. 
Present Trends 

Among the significant trends in the field is the greater participation of 
medical social workers in administrative as well as in therapeutic activities 
of the hospital. This is especially noticeable in out-patient clinics when 
questions arise of determining eligibility for admission, dispensary fees, 
or of the clinic management of patients. In 1926 the American Hospital 
Association adopted standards of out-patient work in which the following 
statement was made: “The gathering of social and financial information 
necessary to determine admission under the [accepted] policy should be 
performed by a person with training in social work.” This statement 
has probably done much to impress hospital administrators with the value 
of qualified social workers as admission officers. Likewise, the importance 
of social case work as a means to more effective study and treatment of 
clinic patients is becoming evident. 

There is some tendency in certain medical institutions at the present 
time to provide social case work for all hospital and out-patient depart- 
ment patients, regardless of economic status. This plan is based on the 
principle that social causes of illness and social obstacles to recovery are 
not limited to patients in low income groups. In government hospitals, 
private hospitals, and health centers provision for social care is based upon 
the patient’s social needs, not on his economic status. 

Following the general trend toward public social work, there is evidence 
of the steady growth of government-owned hospitals and the correspond- 
ing development of social work in these institutions. Leadership in safe- 
guarding professional standards has been taken by the Veterans Bureau 
in defining eligibility for civil service appointment. There is also evidence 
of increasing acceptance of community responsibility by the hospital, espe- 
cially the tax-supported institution, and hospital social workers are being 
asked to represent their institutions in the making of policies and in estab- 
lishing codperation with other community agencies. In several medical 
centers, in the departments of social work, opportunities for medical social 
research are gradually developing, and their medical social educational 
facilities are being extended to schools of nursing, medicine, dietetics, and 
social work. 


Training Requirements and Opportunities 


In 1921 a survey of the status of hospital social service throughout the 
United States and Canada was undertaken by a Committee of the Amer- 
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ican Hospital Association. In the report which followed the committee 
referred to the importance of providing more adequate training for hos- 
pital social workers and recommended “that the American Hospital Asso- 
ciation form a committee on Training for Hospital and Dispensary Social 
Service, composed of physicians, nursing educators, hospital social workers 
and educators in general social service, to make further study and recom- 
mendations upon this subject.” The outcome was a Report on Training 
published in 1923. This report deals with the nature of hospital social 
work, its relationship to other activities, and the history and status of 
training in 1923, and offers a proposed curriculum. The section on the 
curriculum covers prerequisites, personal and educational character of 
professional teaching, character of field practice, length of courses, and 
subject matter of the training period. 

By 1925 it was clearly recognized that training courses for hospital 
work, in centers well distributed geographically, were urgently needed. 
The demand for well equipped workers was steadily increasing. As a 
step in promoting the educational interests of the American Association of 
Hospital Social Workers, an educational secretary was employed early in 
1926. The work of this secretary has been primarily that of interesting 
certain schools of social work to offer special training courses in medical 
social work. She has also been the bearer of information and methods 
from one medical social educational supervisor to another, as courses were 
developed in the different schools. A special committee is responsible 
for the educational program of the Association and for the activities of the 
educational secretary. 

In 1932 the following institutions offered courses in medical social train- 
ing: University of Minnesota, Washington University (St. Louis), Tulane 
University (New Orleans), Western Reserve University (Cleveland), 
University of Chicago, National Catholic School of Social Service (Wash- 
ington), New York School of Social Work, Simmons College School of 
Social Work (Boston), Pennsylvania School of Social and Health Work 
(Philadelphia), and the University of California (Berkeley). 
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A Bill to Provide Payment to Hospitals in Accident Cases 


There has been introduced in the state legislature of Illinois a bill for 
“an Act in relation to contracts of insurance and insurance policies which 
provide for the insurance of persons against bodily injury, disability or 
financial loss resulting from accidents, or for the payment of funeral 
expenses”: 


Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: 


Section 1. All contracts of insurance or insurance policies hereafter issued 


2 by insurance companies doing business in this state, which provide for the in- 
3. surance of persons against bodily injury, disablement or financial loss resulting 
4 from accidents, or for the payment of funeral expenses shall provide that the 
5 insurer shall pay all claims of hospitals and physicians resulting from accidents 


6 or all funeral expenses directly to the hospital and physician or undertaker who 
7 has rendered the service. 


(8? 








A Comparative Survey of the Nursing Situation in Texas 
for 1928 and 1932 


MRS. GRACE ENGBLAD, R.N. 


President, Board of Nurse Examiners for the State of Texas, San Antonio 

REQUEST that we present some facts and figures on the number of 

schools, students, and graduates and the general unemployment 

situation was welcomed by the Board, since we felt it was a very 
timely study. 


In regard to the number of schools of nursing we found we had eighty- 
five accredited schools in January, 1928, and only fifty-six in January, 
1933; thirty-four schools closed and five new ones were opened, leaving us 
with twenty-nine less. 


Students accepted during 1928 numbered.............. Va Ys | 
Students accepted during 1932 numbered.............. aoe 
PN Es ok ns Sa hs Mere rexnenc don 11 


showing that the large number of small schools closing has not decreased 
the number of students in training but the number registering shows a 
decrease. In 1928, 712 registered, and only 640 in 1932, a decrease of 
seventy-two. A striking feature to me was the reduction in registrations 
by reciprocity, these being 152 in 1928 and only forty-seven in 1932. 

This brings out very clearly the fact that nurses are not coming to Texas 
as freely as they did some years ago. Ten years ago, 260 registered by 
reciprocity and only 384 by examination; in 1932, forty-seven by reciproc- 
ity and 593 by examination. So at least we are nearer the long-desired 
goal that Texas nurses should find employment in their own state and pref- 
erence should not always be given to those from other states. 

In 1928 we issued licenses to practice professional nursing to 4,074, and 
to 5,612 in 1932, an increase of 1,538, although we had new registrations 
in 1929, 1930, 1931, and 1932, to the number of 2,871. 

Some interesting comments and information were collected in making 
this study. In 1928 over 4,000 nurses registered and only 1,929 were 
members of G. N. A. In 1932 over 5,500 registered and only 2,457 of 
them were members of the association. Replies to our questionnaire show 
a marked decrease in staff and special duty employment and an increase in 
student body. 

The increase in student nurses in most cases is accounted for by addi- 
tional bed capacity for patients and there does seem to be a real effort on 
the part of directors of schools of nursing to limit classes and reduce 
~ 1Read before the Texas Hospital Association, Dallas, March 17. 
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student body. However, they are embarrassed by pressure brought to bear 
by financial considerations and are not always free to do the thing they 
desire, which is to employ graduate nurses as needed and reduce the stu- 
dent body and thus relieve the unemployment and distress, so marked and 
general a condition in this as in other states. 

A most helpful bit of information was compiled and sent us in actual 
earnings of a nurse during these years and these figures as as follows: 


From July, 1928, to July, 1929, she earned.......... $1,583.75 
rom July, 1929, to July, 1930, she earned.......... 1,175.00 
From July, 1930, to July, 1931, she earned.......... 1,123.00 
From July, 1931, to July, 1932, she earned.......... 618.00 
‘rom July, 1932, to January, 1933, she earned...... 240.00 


This is a very fair illustration of the decrease in earning capacity of a 
very popular and well established nurse doing private duty. Institutional 
and public health nurses have had heavy and repeated cuts in salary, and 
an increasing number of nurses have exhausted their savings and other 
resources and are seeking any employment or salary that will provide food 
and shelter. Some other comments are of interest. 

“The nurses (R. N.) have not been kept busy all the time, but there is 
barely sufficient to give them employment a fair part of time. During this 
last two vears many nurses have come from other sections, but we gave 
preference to those residing here and have tried to protect them. I think 
they have done as well, and maybe better than most places. A few practi- 
cal nurses are working but not interfering with the R. N.” 

“From what I hear from other districts, I believe we have fared excep- 
tionally well.” 

“Unemployment not as bad here as in some larger cities. I find the 
nurses all have at least a few days’ work each month.” 

“| think that the six McKinney City Hospital graduates have had above 
the average amount of work during 1932.” 

“The unemployment situation is not as bad as it could be, they are all 
managing to get enough cases to get by.” 

“Our own graduates were taken care of very nicely in 1932.” 

“Lack of employment for registered nurses is deplorable.” 

“No record has been kept of the number of special nurses on duty dur- 
ing 1932. But we have observed that during 1929 and 1930 patients em- 
ployed special nurses more for social prestige than anything else, while 
now no nurses are employed unless absolutely necessary.” 

“There are more of our graduates unemployed now than ever before. 
We have had very little special duty to offer them.” 
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“We have as many special nurses now as in 1928, but the patients do 
not keep the nurses more than a few days.” 

“At the present time we are using no general duty unless in an emer- 
gency and are eliminating undesirable students. Graduate nursing to be 
used later rather than enlarge the training school.” 

“Graduate nurses do not get as much work as practical nurses.” 

“During 1928 the special nurses remained on their cases for a longer 
period of time. We have had approximately the same number of special 
nurses employed in 1932 as in 1928, but the cases rarely extended over 
a period of three days or three nights during 1932.” 

“Some of our graduates have gone for three and four months with only 
two or three days of work. Out of state nurses try to work without living 
up to our state registrations.” 

“We have had much unemployment. \We used to have more than one 
hundred here in 1928, busy all the time. There are not more than fifty 
now, I estimate, and have been 50 per cent off duty much of the time.” 

“We believe during the year 1928 that the unemployment situation for 
graduate nurses was not serious in El Paso, but it has been acute during 
the year 1932.” 

“Unemployment has been more acute during 1932 than in 1931. We 
have no trouble about nurses working with state registration. We employ 
our own graduates to a very large extent. We plan a substantial reduction 
in our number of student nurses when this year’s class of graduates goes 
out this fall. This class is larger than usual due to having taken transfer 
students from other Texas schools that closed.” 

“Private duty has been terrible here for the last year. We are going to 
try to run our hospital with fewer student nurses.” 

“During the last two years the number of unemployed private duty 
nurses has been growing, due, I believe, to the fact that since prices have 
been reduced in all other things, theirs have remained practically the same.” 

“A great many more practical nurses were used in the home during 1932 
than during the year 1928, which was probably due to the fact that some 
physicians were of the opinion that the graduates should lower their rates 
during such trying times. We have only a small number of our graduates 
doing private duty here; some suffered from the fact that we cannot rotate 
regularly, as so many physicians and patients have preferences which had 
to be considered.”’ 

“In view of the present day situation if the nurses are as much affected 
by conditions as they seem to be they should reduce their charges; this to 
my observation would relieve the situation considerably. The student body 
of our school is being reduced to aid in this respect.” 

“We are unable to see any relief for the unemployment situation, except 
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the cutting down on training schools and the employment of graduates, 
cutting down hours and prices for the graduates. We are in favor of both, 
heartily so. If nurses are unable or unwilling to become registered nurses, 
then I am unwilling to use their services in my own family, and this hos- 
pital has followed that policy when calling in or sending out for special 
duty nurses that are R. N.’s.” 

This shows clearly the general situation in the state and brings before us 
the importance of following the oft-repeated admonition of the grading 
committee, “Reduce and improve the supply.” That we are doing, but not 
fast enough nor thoroughly enough to meet the situation. We are, profes- 
sionally, all agreed that schools of nursing should not be conducted as a 
means of securing cheap nursing service for the profit of the hospital and 
yet we are forced to admit that even yet the majority of them originate 
and are continued for that sole purpose. Disguise this as we may with 
much fine language it will boil down to the plain fact that hospital boards 
expect and require a group of student nurses to carry the nursing load and 
that it is a matter of great difficulty for the director of nurses to secure 
salary appropriations for supervisors and teachers, and equipment. I am 
convinced that most hospitals would function more efficiently and more 
economically without a school of nursing and I expect to see more of them 
close their schools and employ graduate nurses whose time on duty can be 
devoted to their work and whose services can now be secured for a small 
salary. As a matter of sympathy and cooperation in relieving the present 
distress due to unemployment of the graduate nurse, should we not feel it 
our duty to close or reduce our schools, unless we are really conducting a 
school and not a service enterprise ? 


SS 
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Laundry Management and Linen Control in Hospitals’ 


T. PARKER CLARKE? 


Boston, Massachusetts 


URING THE PAST DECADE we have witnessed many wonderful im- 

provements in hospital buildings and equipment; and there seems 

to have been a universal desire to provide everything possible for 
the safety, comfort, and care of the patients, who, by the way, seldom 
realize the true value of what they receive in a hospital. 

The adoption of these worthwhile modern facilities has meant an ever- 
increasing cost of doing business which, in many hospitals, has not been 
met by any increase in charges for services, thus creating rapidly expand- 
ing deficits and a great deal of extra worry for hospital managers. 

Prior to the present economic distress, it was not uncommon for hos- 
pitals to have friends who cheerfully gave extra money to wipe out the 
annual deficits. I need not remind you that things are different today, 
and that it behooves hospital executives to make budgets that balance with 
income, live within those budgets, and try to give as good service as they 
did when times were better. 

Other things being equal, it then becomes necessary to eliminate waste, 
buy wisely, and make all possible improvements in efficiency. 

It is surprising to contemplate all the hospital activities which frequently 
afford opportunities for real savings. Among them we find purchasing, 
food control, kitchens, power plant, general maintenance, accounting, 
stores-keeping, laundry, and linen methods. The foregoing departments 
should, of course, be highly organized and efficiently managed, in order 
that the professional staff may be free from worry and have the best 
possible support at the least possible expense. 

In an effort to secure the best results at the lowest ultimate cost, some 
of the leading hospitals and medical centers in several of our large cities 
have, in the last few years, retained professional engineers to aid in the 
task of reorganizing and improving their non-professional service depart- 
ments. Having had the privilege of taking active part in such under- 
takings, your speaker considers it a further privilege and honor to be 
asked to discuss with you some of the conditions found and the improve- 
ments made in two of the most troublesome departments of many hos- 
pitals, namely, the laundry and the linens. 

Hospital directors, managers, and superintendents, need not feel 
humiliated to learn that their laundries are not efficiently operated. They 


‘Read before the New England Hospital Association, Boston, February 18. 
*Of the firm of John Carruthers & Company, Inc.; member of Boston Society of 
Civil Engineers. 
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have, however, far less cause for chagrin than the owners of commercial 
laundries, who only a dozen years ago began to see how inefficient most 
of their plants were, even with modern machinery. Later the Laundry- 
owners’ National Association built a plant for general laundry research 
at Joliet, Illinois, but that worthy undertaking cannot reach and solve the 
special problems that daily arise in all laundries. Unscrupulous textile 
manufacturing and high pressure selling had given the public such things 
as defective weaving and fugitive colors, and the laundry was always 
blamed and had to pay whenever anything went wrong with such goods. 
The situation demanded action so some of the more progressive laundry 
operators retained the services of industrial engineers ; thus, scientific man- 
agement began to supersede old-fashioned methods. 

In spite of all that has been done to better the laundry industry, there 
is a great need for improvement, especially in the training of executives 
and workers in general. 

But what has all this to do with hospital laundries, you ask. Simply 
this: A survey of the average hospital laundry shows that it is usually in 
charge of a person who is not familiar with the latest methods of launder- 
ing; that it has not kept pace with up-to-date laundry technique ; that there 
is ample opportunity for worthwhile improvements in the plant, and that 
savings could be made if the proper amount of importance were attached 
to its place in the hospital’s activities—and at no great expense. But you 
may think that your laundry is the unusual one and it does not require 
expert attention ; it does not need to be as good as a family laundry, and 
it has been running smoothly for a long time, so why bother to talk about 
it? Or perhaps yours was always a troublesome department and you have 
decided it can’t be changed. One frequently encounters poor laundries 
in very fine hospitals, and it seems to me that every effort should be made 
to place such laundries on a par with the up-to-date methods that govern 
all other hospital activities. 

Here are some of the conditions which prevent successful results in 
laundries operated by various hospitals : 

1. The laundry is located in a basement where daylight, fresh air, and 
good ventilation are unknown. Imagine producing efficiently there. 

2. The laundry is located over the boiler-room where the heat and bad 
air make the workers inefficient, and the ever-present dirt makes good 
laundering almost impossible. 

3. Poor water supply, including low pressure, hard water, rust, and 
dirt. In addition, the hot water system has low temperature and absence 
of control. 

4. The poorest washing supplies are purchased, entirely on price or 
friendship, or both. 
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5. Dirty and untidy workrooms and machinery. 

6. Home-made soap. This is a product that is dear to the hearts of 
some hospital executives, but we are inclined to think it is less efficient 
than good standard soaps, is harder to rinse out, and would probably 
prove to be more expensive than the best grade soaps, if all the costs of 
making and using it were to be considered over a reasonable period of 
time. 

7. Lack of washing machine capacity. 

8. Insufficient extractors. 

9. Defective machinery. In this connection it is well to remind you 
that it is positively dangerous to use a defective extractor. 

10. Insufficient baskets or push-trucks for handling both soiled goods 
and work in process. 

11. Lack of facilities for handling contaminated linens. We have been 
amazed to notice that the great care used in every other part of hospital 
technique is frequently missing in the handling of linens. For instance, 
I have seen a nurse gather up soiled goods, carry them through corridors, 
brush them against the clothing of others, then against a pile of clean 
goods, and finally throw the dirty linen down a chute to the laundry. 
The aforesaid nurse then returned to her duties without bothering to wash 
her hands. Later somebody in the laundry used his bare hands to put 
those soiled things into a basket truck, which was emptied to make room 
for a lot of clean linens for use on the patients. You may think I am 
unduly critical, but among the hospitals where I have seen such happenings, 
there was at least one where numerous patients were “on precaution” 
much of the time. 

I cannot reconcile these occurrences with the teaching and _ practices 
which characterize all other hospital activities where danger lurks, 

12. Improper handling of silk and woolens. 

13. Poor washing formulae in general. 

14. Insufficient steam temperature for drying and ironing. There is a 
peculiar animal known as the hospital engineer, who delights in telling 
how much money he saves by reducing the hot water temperature and the 
steam pressure in the laundry, and does not really know that he makes 
trouble elsewhere. 

15. Incompetent supervision. Where this exists, there are usually two 
incompetent workers and poor work. Don’t think you are 





other troubles 
ever going to modernize your laundry methods and reduce costs by em- 
ploying the lowest paid laundry superintendent to be found. It can’t be 
done in commercial plants so why should you expect such a miracle to 
happen in yours? 

The foregoing list does not include everything, but is sufficient to show 
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how a trained laundry executive compares general conditions in hospital 
laundries with those of modern commercial plants which regularly employ 
methods which are better, more sanitary, and often less expensive than 
those of the average hospital laundry. “But,” you say, “a hospital cannot 
afford to do business on the same scale as a public laundry which operates 
for profit, so why make these comparisons? We would like to do many 
things that our finances will not permit.” 

I agree with you insofar as de luxe finishing is concerned, as that is not 
necessary in hospital practice, but we consider good washing, for instance, 
to be of vital importance in family plants, and you should not be satisfied 
with anything but the best in yours. We actually find cases where poor 
washing costs more than good washing, not counting the bad effect on 
the life of linens, or the danger to people. A splendid example of the 
application of scientific methods to hospital management is that of the 
Presbyterian Hospital in New York City, and we are privileged to mention 
their experiences. 

They have secured satisfactory results in every line of endeavor, but 
we are now only interested in their laundry and linen departments, which 
have undergone a thorough reorganization during the past four years. 

One radical departure from conventional hospital methods was made 
by placing all laundering and linen activities under the management of a 
carefully trained man who reports only to the executive vice-president. 
This centralized the authority and responsibility, and greatly improved 
the efficiency of the entire laundry, which happens to be a large one. But 
this move was at first resented because it deprived a sizable group of 
self-appointed experts of their long-standing practice of visiting the 
laundry and telling the workers how to run it, just as is done in many 
places. 

The whole plant now functions like a good family laundry, and their 
costs compare very favorably with those of high grade commercial laundry 
clients of our organization. 

During the year 1932 the laundry washed and finished 4 million pounds 
of goods, at the following unit costs, which include all overheads : 





Washing and starching.............006. 1.54 cents per pound 
Drying and folding rough dry........... 2.00 cents per pound 
Ironing and folding flat work........... 1.84 cents per pound 
Press finishing coats, pants, etc.......... 4.93 cents per pound 
Press and hand ironing wearing apparel.. 10.76 cents per pound 
Marking and bundling wearing apparel... 2.02 cents per pound 

Average of all costs being............ 4.00 cents per pound 
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These costs are all lower than those for similar work in various good 
family laundries, whose cost figures are kept under the supervision of our 
accountants. Their production performances are equally commendable, 
as shown by these quantities: 


Washing (including starching)... 180 pounds per operator hour 
Drying and folding rough dry.... 76 pounds per operator hour 
Ironing and folding flat work..... 41 pounds per operator hour 


Press finishing (including sewing 

ee ae eer re 22 pounds per operator hour 
Pressing, ironing, and folding wear- 

ee BO iio at Soc sees 7 pounds per operator hour 

Many commercial laundrymen would be pleased if they could obtain 
similar results. These accomplishments have saved and will continue to 
save the Presbyterian Hospital a considerable sum of money annually. 

Following are a few of the direct results obtained by the adoption of 
modern laundry management methods in their laundry: 

1. The washing supply bills were greatly reduced, the formulae cor- 
rected, and much better washing was obtained at a lower cost per pound. 

2. The ruination of hundreds of pieces of woolen goods weekly was 
stopped. 

3. The cost of flat work finishing was lowered while the output was 
increased and better work done. 

4. The same thing was done in press finishing, including also the estab- 
lishment of a piece wage. 

5. Fancy ironing labor was reduced from over 13 cents per pound 
(for poor work) to 6 cents per pound for good work, and the output was 
increased from less than 3 pounds per operator hour, to 7 pounds. Also, 
there is a piece work wage which is accompanied by rigid inspection for 
quality. 

6. Charges for steam have been greatly reduced. 

7. Handling “precaution linens” has been made much safer and more 
thorough. 

The cost of professional services, covering full time initial work on the 
entire laundry and linen project, was actually less than the savings, and 
during the past two years the fees for regular inspection and supervision 
have been included in the laundry expenses, and are of course contained 
in all the costs per pound just quoted. 

It may interest you to know that this hospital laundry handles, each 
week, over 1,000 bundles of wearing apparel belonging to executives, nurses, 
doctors, and dietitians; also that the recorded complaints relating to that 
service have been reduced from 150 per week to one or two per week. 
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Probably very few hospitals have ever run laundering tests of textiles 
such as are conducted by some of the best commercial plants. We have 
been testing linens at the Presbyterian Hospital for three years, and have 
thereby obtained valuable data showing what happens in laundering, inde- 
pendent of use. 

For example—an ordinary “Dwight Anchor” cotton sheet and a “Mar- 
shall lield” percale were washed, ironed, and folded 746 times, and they 
are still in good condition for use. Also, a nurse’s uniform made of 
Burton’s Irish poplin was washed, starched, and ironed 130 times without 
damage. ‘This is the equivalent of five and a half years of laundering, 
because the average nurse’s uniform is laundered twenty-four times per 
year, 

Other tests are now going on but these two are the most significant 
because they proved, beyond the shadow of a doubt, that there is at least 
one hospital laundry that does not ruin everything in a few weeks, and 
that the use and abuse of textiles are important factors in the duration 
of their usefulnesss. 

If this paper has bored you with its many references to details the 
speaker is very sorry, but the art of laundering, even in a hospital, is 
composed of many details, no one of which should be neglected if a high 
standard of performance is to be attained and maintained. 

Several smaller hospitals have also had their laundries reorganized, 
securing substantial savings in the cost of laundering operations. It seems 
much to a small institution, for instance, if it uses only 10,000 pounds of 
clean linen per week, yet is able through a revision of laundry. manage- 
ment to save 1 cent per pound in cost. The weekly gain in such a case 
would be $100, or an aggregate of $5,200 per year, and that is no trifle. 

The linen situation is sometimes a frequent cause of distress in an 
otherwise smooth-running hospital, and in most cases nothing is done 
about it, because nobody has the time to make a real study of the linen 
problem and then solve it. 

You would be astonished at your figures if you made an investigation 
to determine just how much time is spent by numerous people who daily 
have occasion to handle, order, or follow up your linens, aside from using 
or misusing them. In industry it is considered good management to get 
all work done by the lowest paid employee who can do it properly. In a 
hospital it is quite common to see the lowest paid competent employee 
watching the highly paid professional worker engage in the daily struggle 
to regulate the linen supply throughout the institution. Here are some 
of the things that waste a lot of expensive time in a great many hospitals, 
in connection with linens. 
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1. Insufficient supply of linens. 

2. Misuse of linens (wrong sizes, wrong pieces, etc.) 

3. Abuse of them. 

4. Wasting clean linens. 

5. Head nurses and others making daily requisitions for clean goods 


and following up the same. 

Nurses and doctors are expensive professiona!s engaged in the business 
of making sick people well, and it seems to me that “chasing linens” is a 
job for low-paid people. Linens are nothing but working tools after all, 
and why shouldn't they always be ready and available when needed, like 
any other tools? 

6. Endless visits of various employees to the laundry and the main 
linen room. 

7. Too much linen some cays and exasperating shortages on others. 

8. Lack of adequate facilities for mending. 

9. No real standards of size or quantity. 

10. Using unsuitable goods because they are donated; and your funds 
are low so you cannot replace them with the right things. 

11. No way of selecting special articles, such as laparotomy sheets or 
fenestrated towels, after they are folded and look like ordinary pieces. 
Also constant searching for articles. 

In addition to the foregoing ways of wasting money, there is another 
channel for waste, and that is in the amount of linen used per patient, 
per day, in the various classes of service. For example, if your institu- 
tion has an average census of 100 patients per day, if it costs you 3 cents 
per pound to launder the goods, and if the total average use of clean 
linens is 3 pounds more per patient day than it should be, then you are 
wasting $9 per day, or a total of $3,285 per year. You may say, “What 
of it?” 

In studying the use of linens we have found some very interesting 
facts. In a general hospital, usually 81 per cent of all the linen usage is 
in professional departments, while only 19 per cent is used in the out- 
patient, housing, pantries, kitchens, dining rooms, laboratories, offices, and 
other non-professional departments. Over 80 per cent of the linens used 
in the professional activities is composed of but four major classifications 
of goods, namely, sheets, pillow cases, spreads, and towels. 

After finding that information, we embarked on a campaign of educa- 
tion with the idea that perhaps laymen engineers might help the nursing 
staff to economize in the use of linens, without curtailing the service to 
patients in any way. There was a splendid spirit of codperation shown, 
the plan succeeded and there has been a wonderful saving on laundry 
work. Each class of service has its own standard allowance in pounds 
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per patient day, based on records of nearly three years’ experience. A 
simple report of “linen used weekly” is sent to department heads, and the 
follow-up is highly beneficial. 

The principal factor in bringing this about and in correcting the many 
linen evils was the invention of a system of “linen control.” 

Briefly, this system embodies the marking of all linens with a classifica- 
tion number; the use of special laundry bags and lists; counting the con- 
tents of bags; assembling each day’s count on a summary sheet which 
automatically becomes a requisition for clean linens, which are then deliv- 
ered to the place whence the soiled bags came. 

When this system became operative at the Presbyterian Hospital, the 
linen room payroll was cut $4,500 per year, and better service given. 

The actual complaints about hospital linen service used to run from 
500 to 550 per week; but since the completion of the linen control plan, 
those complaints have dropped to four or five per week. 

Proportionate benefits have been secured from the installation of linen 
control principles in other institutions and there seems to be a growing 
interest in the idea, if we may judge by the inquiries from other hos- 
pitals. The complete linen control actually provides the following features : 

1. Instant identification of folded goods. 

2. Determination of specifications, sizes, and simplification of technique 
of usage. 

3. Accurate determination of correct quantities of all linens for each 
hospital department and activity, usually termed “linen standards.” 

4. Control of linen purchases to provide proper tie-up with established 
technique (par. 2). This entirely eliminates the usual trouble encoun- 
tered when the purchasing department buys articles not suitable for use, 
which still do get into circulation and cause wasted labor, ete. 

5. Installation of an accurate system of counting soiled goods; prepar- 
ing therefrom requisitions for clean linens for daily delivery everywhere. 

6. Smooth-running linen cycle: usage, laundering, central storage, issu- 
ance to departments, floor or department storage, etc. 

7. Dependable inventories whenever desired. 

8. Maintenance of a linen discard and perpetual inventory system. 

9. Minimum amount of handling of soiled and contaminated linens, 
especially near clean goods. 

10. Sterilizing baths which cannot ruin goods. 

11. Limitation of waste in the use of linens. 

12. Nursing department entirely relieved of the care and worry about 
linens, thus enabling them to give more time to their nursing duties. 

13. Linen activities and laundering placed under control of one person 
whom we train for the purpose. 
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14. Elimination of all guesswork in laundering. 
Laundry force thoroughly instructed in modern laundry practice. 
16. Budgetary control installed. 


on 
GN. Gis 


17. Mechanical and engineering troubles corrected. 





Senator Shipstead Reintroduces His Bill to Provide for Loans to 
Hospitals by the R. F. C. 


Mr. Bert W. CALpwWELL, Ex. Secy, 
AMERICAN HospitaL ASSOCIATION, 
18 East Diviston STREET, 
Cuicaco, ILLiNots. 
Dear Mr. Caldwell: 
I am enclosing herewith copy of a bill I am reintroducing in the 73rd Congress 
to provide for loans to hospitals by the Reconstruction Finance Corporation. 
Yours sincerely, 
HENRIK SHIPSTEAD 


March 24, 1933 


A BILL 

Authorizing the Reconstruction Finance Corporation to make loans to 
certain hospitals. 

Be it enacted by the Senate and House of Representa- 
tives of the United States of America in Congress assembled, 
That the Reconstruction Finance Corporation is authorized 
and empowered to make loans, in the aggregate amount of 
not to exceed $25,000,000, under the Reconstruction Finance 
6 Corporation Act, as amended, to any public or private hos- 
7 pital organized under the laws of any State upon the same 
8 terms and conditions, and subject to the same limitations, 
9 as are applicable in the case of loans to financial institutions 
10 specified in section 5 of such Act, as amended. 
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When You Buy Sheets’ 


E SURE you know the size of the bed before buying the sheet. A sheet 
that is too small to be tucked in well under the mattress is a poor 
investment. Lengths of sheets are given in terms of length before 

hemming. For a standard mattress 74 inches long and 5 inches thick a 
108-inch sheet, after allowing 10 inches for hems and shrinkage, will give 
a 7-inch tuck-in at the top and bottom. A 99-inch sheet allows only 2 
or 3 inches for a tuck-in if used with this size mattress. This is too little 
to hold the sheet firm in place. 

Many sheets shrink from 6 to 8 inches in length. Practically all shrink 
somewhat, but one which has been unduly stretched in manufacture will 
shrink more. It is sometimes possible to detect excessive stretch by the 
pulled or distorted appearance of some of the yarns. Unbleached sheets 
shrink more than bleached ones. Sheets which are always ironed from 
selvage to selvage gradually increase in width and decrease in length. 

Price is not a reliable guide to quality. Neither are superlative adjec- 
tives of advertisements and salesmen. Although there is much to be learned 
about the best ways to construct sheeting, it is recognized that thread 
count, tensile strength, sizing, and weight are significant factors in deter- 
mining its durability. 

Thread count—The number of yarns to the inch will indicate the rela- 
tive fineness and closeness of the weave. In a recent study of 109 sheets 
they were found to vary from a sleazy one of fifty-four warp or length- 
wise yarns and forty-seven filling or crosswise yards to one of very fine, 
closely woven yarns with 109 yarns in the warp and ninety-seven in the 
filling. The average number of warp or lengthwise yarns in the 109 
sheets was seventy-three, while the average number of filling or crosswise 
yarns was sixty-two. 

Tensile strength—tThe tensile strength of both the warp and filling of 
a sheet is an important index of its wear value because it is the measure 
of the pull the fabric will stand before it breaks. Usually the tensile 
strength of the warp is slightly higher than that of the filling, but it is 
well if there is not too much difference between the two. Otherwise, one 
set of yarns will tend to break or tear before the others begin to weaken. 
Tests on 109 different sheets showed them to vary from one of low quality, 
which would resist a pull of only 27 pounds on the warp and 21 pounds 
on the filling threads, to one which would resist a pull of 68 pounds on 
warp and 69 pounds on filling. The average tensile strength of the warp 
of the 109 sheets was 53 pounds and of the filling 50 pounds. At least 





1Published with the consent of the American Home Economics Association. 
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one retail store has set 50 pounds as the minimum tensile strength for 
both the warp and filling of all the sheets it handles. 

Sizing—In order to improve the appearance of a loosely woven, 
poor quality of sheeting, manufacturers sometimes add a sizing of starch, 
china clay, or other substance. This may make the material seem heavy 
and give it a smooth finish. However, the sizing washes out in laundering, 
so that a heavily sized sheeting becomes sleazy and fuzzy in appearance. 
I’xcessive sizing can be recognized by holding the cloth over a dark surface 
and rubbing it vigorously between the two hands. The sizing will fall 
out as a fine powder on the dark surface. Since it serves only to deceive 
the customer and adds nothing to the value of the sheeting, ask the per- 
centage of sizing present and choose sheeting with little or none. 

Weight—The weight of a sheet is important and often explains differ- 
ences in price. It usually varies from about 314 to 54 ounces per square 
yard of sheeting. The choice is somewhat a matter of personal prefer- 
ence. Heavy sheets wear longer, do not wrinkle as much, and therefore 
are more comfortable to sleep on and give a more tailored appearance to 
the bed than do light weight ones. But they cost more both to buy and 
launder and are heavier to handle. A good middle-of-the-road rule is: 
Never buy a sheet so light in weight that it is sleazy nor so heavy that it 
is cumbersome. In a heavily sized sheet, the weight may be misleading, 
as it will include sizing as well as cotton. Unbleached sheets are often 
heavier when new because they contain natural impurities which are 
removed later by laundering. 

The yarn.—The best yarns are regular in diameter, contain few short 
fibers, and have their fibers mixed uniformly and arranged as nearly 
parallel as possible. Examine the yarns before buying the sheet. When 
sheeting is being purchased by the yard, ravel out a few yarns and observe 
their strength; untwist them and note the average length of the fibers 
used. A very loosely twisted yarn does not wear well. The fiber lengths 
of American-grown cotton vary from approximately 4/5 to 11% inches. 
The best sheets contain cotton at least 1 inch in length. Yarns made of 
short fibers are not as durable, and the fabric has a more fuzzy appear- 
ance and soils more quickly than when long fibers have been used. 

Flaws in the fabric—Poor construction means thick and thin places in 
the same cloth, puckers, improperly laced warp and filling, imperfect sel- 
vages, broken, split, or missing yarns, and knots. All such flaws have a 
direct bearing on the life of the material. A “first” is a sheet practically 
free from flaws. A “second” is a sheet which is imperfect in some respect. 
What is called a “first” and what is called a “second” depends on the 
standards set up by the manufacturer. It is possible that the wear value 
of a “second” may be practically identical with that of a “first”; it depends 
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on the nature of the imperfection. Before buying a sheet which is sold 
as a “second” find out why it has been so classified and judge for yourself 
whether or not the wear value is impaired by the flaws. 

The selvages——The selvages are often the weakest parts of a sheet and 
break long before the rest of the fabric shows signs of wear. It pays to 
examine the selvages carefully. Buy a sheet with a strong, well-made 
selvage. See that all the yarns are fastened securely into a good, firm 
edge. The taped selvage is being used on many sheets as an extra pre- 
caution. 

Wearing qualities —How long should a sheet last? The answer depends 
upon its construction and the care it receives. In a wearing test on some 
medium-weight sheets in which they were washed after each night of use, 
one group had lost only 40 per cent of their strength after being washed 
125 times and it was only after two hundred times that they could be con- 
sidered worn out. They were used and washed 170 times before a single 
break occurred. Good care lengthens the life of any sheet. Exposed 
ends of wires on the bed springs and broken or rough edges on bedsteads 
often catch and tear the bedding. Strong bleaches and washing aids used 
in laundering gradually weaken a fabric. When selvages are not ironed 
out straight, they tend to fold back in hard creases along which the yarns 
eventually break. Sheets should be torn and not cut into sheet lengths. If 
cut, the sheets are often crooked after laundering and the hems uneven 
and drawn. Make sure you get torn sheets. The hems should be even, 
folded on the thread of the fabric, sewed neatly with strong thread, and 
preferably closed at the ends. The ends of the sewing threads should be 
securely fastened. 

Until a satisfactory grading system is worked out, the committee rec- 
ommends that labels be attached to sheeting and sheets stating: 

1. Minimum tensile strength of warp and filling. 

2. Minimum thread count of warp and _ filling. 

3. Maximum percentage of sizing in the fabric. 

4. Weight in ounces per square yard of fabric. 
lor sheets the following should be added: 

5. The width and length (before hemming). 

6. Whether they are “firsts” or “seconds.” 
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Engineering Problems in Hospitals 


JOSEPH P. FAULKNER 


Chief Engineer, Mountainside Hospital, Montclair, New Jersey 


T IS SURPRISING to find the number of hospitals that are in a deplorable 
condition from an engineering standpoint, not so much from lack of 
proper installation at the time of construction, but from modernizing 

and changing to meet present requirements. 

Many of these plants have been installed a number of years and during 
these years conditions have changed, additions have been made, so that 
the original installation is obsolete and too expensive to operate. 

For example, I have in mind a large hospital in New York City. Origi- 
nally it had a power plant with a high pressure boiler, ete. Through many 
years of service the pressure of these boilers was reduced far below the 
point of efficiency with the result that all steam-using equipment in the 
hospital, such as sterilizers, autoclaves, steam cooking utensils, laundry, 
and even hot water, was affected. 

In the laundry, the flat work ironer, dryer, and presses were designed 
for a 100-pound steam pressure, yet all the steam pressure they could 
get was 50 pounds. This necessitated running flat work through the flat 
work ironer three or four times. It is readily appreciated that this re- 
quired three or four times the amount of labor that would have been 
necessary had the steam pressure been proper. 

Many times the water piping to the different machines in the laundry 
building, as well as the kitchen and the boiler feed pumps, is filled with 
corrosion and sediment to such an extent that the flow is very much 
retarded and proper operation almost impossible. 

Hot water generators that were installed for supplying hot water in the 
house alone many times are connected later on for laundry purposes, with 
the result that the laundry receives water at a temperature of 100 degrees 
or less, when it should have at least 180 degrees. To make up for this 
discrepancy, live steam is then injected into the washers without any con- 
trol. Many times the operator leaves the live steam valves open while 
he attends to other duties, with the result that steam, water, soap, and 
supplies are wasted. 

Then again, the degree of hardness of the water is another problem that 
should be given careful consideration in most of our institutions, since 
hard water is very expensive. The water should be analyzed and if suffi- 
ciently hard to cause difficulty, a proper softener should be installed. 


Thermometers should be attached to each of the washing machines in 
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the laundry as well as on hot water tanks and some automatic control of 
steam and water should be installed. 

All returns from the laundry and other parts of the building should be 
carefully checked to see that no condensation is wasted. Many of the 
power plants do not have proper return systems, with the result that a 
considerable loss is constantly taking place. 





Heroism of Physicians and Nurses During the California 
Earthquake 

The Seaside Hospital at Long Beach was seriously damaged in the recent 
earthquake in California. The entire northwest wall was ripped away, 
exposing the operating and delivery rooms. At the time of the earthquake 
both were in use. The physicians and nurses continued their work of 
caring for the patients. A patient was giving birth to a baby girl when 
the wall fell, but the obstetrician and the delivery room attendants con- 
tinued the work and the mother and child were saved. 

At the same time a delicate operation was being performed on a little 
boy, and the surgeon and the operating room attendants pushed the oper- 
ating table out of danger and completed the operation. 

The nurses and staff worked rapidly to move the patients out of the old 
part of the hospital into the new building and succeeded in bringing all 
of them to safety, with only a few minor injuries. By the time the old 
wing was evacuated the victims injured in the earthquake were being 
brought to the hospital. The nursing and medical staffs worked under 
the difficulties of broken water pipes, interrupted lights, and falling hospital 
walls. Many of them continued on duty uninterruptedly for from twenty- 
four to thirty-six hours in taking care of the injured. 

It was a remarkable example of the devotion of physicians and nurses 
to their patients in a time of the greatest dangers. 
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Periodic Payment Plans for Hospital Care’ 
R. D. BRISBANE 


Superintendent, Sutter Hospital, Sacramento, California 


ATHER WHITE of San Francisco College delights in telling a story about 
the scion of a wealthy Jewish family of Boston who one day called on 
Cardinal O’Connell and expressed a desire to join the Catholic Church. 

In Fr. White’s own words, “The Cardinal was quite pleased to have 
such a large fish swim into his gospel net, and after a lengthy conversation 
set aside one of the most brilliant young priests in his diocese to instruct 
the young Hebrew in the faith. 

“After some weeks of intensive study the priest felt that the novitiate 
had become sufficiently versed in doctrine, and said to him one day after 
catechism, ‘Before baptism into Holy Mother Church, I want to know 
conclusively, Brother linkelbaum, that you appreciate the great privilege 
she has bestowed upon you in allowing you to become one of her adopted 
sons. You do, of course.’ 

“The young man replied, ‘No, I don’t.’ 

“Greatly surprised, the priest said, ‘Just why, then, have you expressed 
a desire to become a convert?’ 

“Vell, my family trew me out, and I vant to disgrace dem.’ ” 

Inasmuch as you have been good enough to put me on this program, you 
perhaps will bear further if I express the belief that one of the greatest 
dangers, if not the greatest, is the possibility of hospitals’ rushing blindly 
and without due thought and consideration into some plan for group hos- 
pitalization, and thereby unintentionally disgracing themselves as well as 
bringing disrepute on the whole idea, which is basically sound. 

If the plan itself is unsound, if the community is unprepared for this 
step, if there is no individual or individuals willing to foster and advertise 
the idea, if sufficient members are not available to give wide coverage to 
losses, and if finances are not properly handled, disappointment is bound 
to occur. 

It is good news that the American Hospital Association has been able to 
obtain $5,000 from the Metropolitan Life Insurance Company for a thor- 
ough study of group hospitalization by its Council on Community Relations 
and Administrative Practice, of which Dr. Goldwater is chairman. I have 
confidence that we shall get more information and more definite con- 
clusions from six months’ study and $5,000 in the hands of this Council 
than we were given from the years of effort and the large sum spent by 
the Committee on the Costs of Medical Care. 


1Read before the Western Hospital Association, Long Beach, February 24, 1933. 
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Our hospitals, and that means every one of us here, must concern them- 
selves about the large number of commercial organizations entering this 
new field undoubtedly with the idea of making a good financial profit, and 
with absolutely no control through legislation or otherwise. Small returns 
in the usual promotion lines have let loose a flood of “high pressure artists” 
some of whose methods are little better than those of other better known 
racketeers. Hardly a week passes that circulars do not come about 
some new company “nation-wide in scope” prepared to take all the burden 
off the hospital’s hands and open the door to financial independence. 

These things must be controlled by the hospitals themselves and not left 
to the politicians or others. The time has come for us as representatives 
of the fourth largest business in the United States to inaugurate construc- 
tive legislation concerning everything in which we are interested, and not 
be always on the defensive. 

Just now, for instance, three bills have been introduced in the present 
session of the California legislature regarding the control of hospital asso- 
ciations and group hospitalization by groups which have little or no concern 
with hospitals as we know them. 

The first step in control should be to allow no agency of any. kind to 
come into a community for this purpose unless it is entirely under the con- 
trol of hospitals and physicians and allied professional groups. This is 
something easily within our power. 

In the second place, no plan should be countenanced if it gives the 
promoter or salesman control of the funds. He should be given one fair 
commission at the time of sale and no more. 

Last but not least, hospitals should not be given dues of members directly 
unless in the case of a university hospital where the continuity of the 
institution is unquestioned. Hospitals are quite as liable to fail as any 
business, and the funds paid in by the public should be held inviolate 
under the control of a well chosen representative board where there will 
not be the slightest suspicion as to diversion for personal or hospital uses. 

The Sacramento Plan, as it has become known, especially throughout 
the West, due to the kindness of Dr. Moots, has enjoyed a measure of 
success due to recognition of the principles just outlined. 

Sufficient dues are charged to be on the safe side. Expenses have been 
kept at the minimum by having the office of the hospital association in 
one of the participating hospitals. All the professional groups of the city 
are represented, including doctors, dentists, and nurses, as well as each of 
the three hospitals. 

The executive secretary is also on the executive committee of the asso- 
ciation and had had eight years’ experience in the health and accident field. 

Forty per cent of dues is set aside for commissions and all expense. 
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This will be reduced in proportion to the growth of membership. The 
other 60 per cent is used in payment of claims and the unused portion 
put into savings or government bonds to build up a reserve in order to 
reduce dues or care for unseen emergencies. Losses thus far have 
amounted to but 16 per cent of the 60 per cent for reserve. 

We are fortunate in having a large rural population to draw upon. 
Twenty-five per cent of our hospital patronage is from outside Sacramento 
environs. 

Publicity in newspapers and through other means has been very favor- 
able. One of the largest and most influential insurance brokerage houses 
in Sacramento is doing much of the selling, in addition to about five agents 
working directly from the association office. This brokerage firm, by the 
way, has no voice on the executive committee, but works entirely for a 
moderate commission, its salesmen finding that this form of protection 
offers an excellent entering wedge for other business in these times of 
depression. 

We signed up our first group June 15, 1932, but summer vacations, the 
state fair, community chest and other drives, and several bank failures 
have very seriously hampered sales. A net effort of some five months has 
resulted in 1,200 members, or an average of better than two hundred a 
month after subtracting lapses that have been heavier than usual because 
of so many losing their positions. 

One feature that may be of interest was the insuring by Sutter Hospital 
of its open staff of eighty doctors. They found that the discounts given to 
doctors when ill amounted to twice as much as they would have to pay in 
premiums. In this way the hospital will profit as well as the hospital 
association. 

In closing, we wish to emphasize once more that control by the hospitals 
themselves should be perfected before this convention adjourns. One way 
to do this would be for the Western Hospital Association to appoint a 
Public Relations Committee for the year with power to approve or dis- 
approve of all plans presented to the western hospitals; and then for all 
these hospitals to pledge themselves to accept no plan for their own com- 
munity until it is favorably passed upon by the Public Relations Com- 
mittee. 

This committee could codrdinate with the committee of like name of the 
various state medical societies and in this manner exercise control that 
would be real control. 














An Interesting Court Decision Affecting Hospitals 


DECISION of the Courts of British Columbia in a suit brought 
against a public general hospital by a plaintiff, an infant who 
was admitted to the hospital on January 17 suffering from 
diphtheria and discharged on February 3 and after its return home devel- 
oped smallpox, has an important bearing on hospitals. The patient had 
not been vaccinated either before or during its stay in the hospital. In 
the opinion of the physician in charge of the case during the stay in the 
hospital, vaccination was not safe or desirable. During the stay of the 
infant patient in the hospital several cases of smallpox had been admitted. 
The ruling of the Court was referred to Mr. Richard P. Borden, of the 
firm of Borden, Kenyon & Hawes, Fall River, Massachusetts, and a for- 
mer trustee of the American Hospital Association, for his opinion. Mr. 
Borden replied as follows: 


Present information concerning the case is limited to the following: 

A child was admitted to the isolation ward suffering from diphtheria. 
After discharge, smallpox developed in the home. The father sued the 
hospital and a verdict was rendered for $5,000 for the child and $445 
for the father. No further facts are stated; neither is the language of 
the decision of the Court. An inference is suggested that the patient 
was infected from another patient in the hospital. No definitive opinion 
can be based on the above information, but it would appear that, in the 
United States at least, this verdict would be set aside unless: 

1. There was some definite evidence of negligence. 

In Sheehan vs. Strong, a Massachusetts case, 154 N. E. 253, a private 
hospital was sued on the allegation that an abscess was caused by the 
negligence of a nurse in injecting pituitrin. The plaintiff testified that 
an injection was made in the dark, the light not turned on, and that 
the nurse seemed to be in a hurry in the manner and method of making 
this injection. This testimony was contradicted, and physicians testified 
that it was impossible to determine the cause of the abscess, that the 
patient had jaundice and diabetes, and other evidence was introduced 
as to the possible causes for the symptom. The Court said: “Although 
several physicians testified, none of them were able to express an opinion 
as to what caused the abscess. In these circumstances, there was nothing 
to show that any act or omission of the nurse resulted in the formation 
of the abscess.” A verdict was, therefore, ordered for the defendant. 

Query: What evidence could have been introduced justifying neg- 
ligence in failing to prevent cross infection in a properly administered 
isolation ward of a hospital ? 

2. This was a charitable hospital. The prevailing rule is that such 
institutions are not responsible for the negligent acts of their agents 
unless it be shown that due care was not exercised in the selection of 
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such agents. In certain jurisdictions the rule is even more favorable 
to hospitals than as above stated. But no recent decision has varied 
the rule as above stated. 

Query: Was any evidence offered as to the negligence of any agent 
of the hospital, and was there any evidence of lack of due care in the 
selection of such agent? 

No case may be found based on the liability of a hospital for failure 
to prevent cross infection. In Jones vs. Sisters of Charity, a Texas 
case reported in 173 S. W. 629, it was held that it was not negligence 
where hospital authorities failed to notify a prospective patient of the 
presence of a contagious disease therein, the patient having died, so far 
as may be gathered from the citation, from an infectious disease con- 
tracted while in the hospital. The whole report is not immediately 
available to the writer. In a recent case in Massachusetts, Mahoney vs. 
Harley Private Hospital, decided in 1932, 180 N. E. 723, it was claimed 
that an infant was burned by the negligence of a nurse. There was 
evidence that at the time there were three babies with impetigo and 
that doctors differed as to whether the symptom was a burn or a bleb. 
The whole question, therefore, became a question for the jury, and the 
Court said: “The mere existence of a burn was not of itself enough 
to establish liability, but we cannot properly say that the credible testi- 
mony with legitimate inferences in the circumstances could not be found 
to exclude all but reasonable findings that a burn existed which had 
been caused by negligent action of the defendant’s servants.” There 
was here an intimation that the defendant might not have been held 
responsible if the infant had acquired impetigo by contagion, but because 
of the circumstances of the case this question is not decided. The above 
decision applies to a private hospital and not to a charitable institution. 

An interesting point in the case is that the records were defective. 
Under remarks on November 13 appeared: “large bleb on neck.” But 
the records from November 8 to 12 were missing. And a bleb or broken 
blister was found when the infant was brought to the mother at 2:00 
A. M. on November 13. The Court said: “It is manifest that something 
happened between the hours of 10:00 p. m. of November 12 and 2:00 
A. M. of November 13 which the nurses should have known about and 
about which they should have made a report.” This failure to produce 
proper records had an immediate bearing on the submission of the case 
to the jury. 

Another recent case, although not pertinent, is interesting from gen- 
eral inferences which may be drawn from the attitude of the Court. 
In McGuire vs. Amyx, a Missouri case, 297 S. W. 968, a physician 
observed symptoms “which to a reasonably prudent and informed physi- 
cian indicated the presence of smallpox.” The case was referred to 
the authorities and sent to a smallpox hospital. It developed that the 
patient did not have smallpox on admission but became infected because 
of contact while in the hospital. Action was brought against the physi- 
cian for negligence. 

The basis of the decision is that where reasonable prudence is used 
concerning the care of actual or presumptive contagious disease there 


[110] 











April, 1933 COURT DECISIONS 


can be no liability on the part of the agencies assuming control of the 
patient. 

So far as any expression of opinion may be made on the basis of the 
meager information before us, it would seem that hospitals, especially 
charitable hospitals in this country, would not be held liable under the 
circumstances related, and that after careful consideration by the Cana- 
dian authorities the verdict should be set aside. 

In further comment Mr. Borden says: 

We must take risks in hospitals. Laymen are apt to consider that 
the danger exists only when the recognized infectious diseases are 
involved. We know that it is dangerous to operate and dangerous to 
deliver children in hospitals because of the always present possibility 
of infection, but we must proceed in spite of the fact that sometimes 
infection occurs. Surely we would be negligent if we did not take the 
precautions recognized in medical practice. If we take such precau- 
tions to the best of our ability, we should not be held liable for the result 
even though someone concerned in the care of a patient or the premises 
slipped up in the performance of his duties and was consequently negli- 
gent with regard thereto. It seems to me that this general principle 
should apply in the care of infectious diseases. 

I think I tried to cover substantially what I have above said in my 
previous letter. So far as the additional facts, if there be such, dis- 
closed by the opinion of the Court are concerned, it would seem that 
there was sufficient evidence of negligence to warrant a finding for the 
plaintiff in Canada. There might have been a similar finding in the 
United States because, from the facts as stated in the opinion, it would 
appear that the hospital indiscriminately located patients with seriously 
infectious diseases in proximity and did nothing whatever to prevent 
contact. If there were evidence in the case that the usual and recognized 
precautions had been followed, it would then have been necessary, as | 
understand the decisions in the United States, for the plaintiff to intro- 
duce evidence that due care had not been exercised by the hospital in 
the appointment of some servant and that the negiigence of this servant 
was the cause of the injury. Each particular case has its own circum- 
stances, and the moral is that to avoid possible risk of a suit for dam- 
ages as well as for the safety of their patients, hospitals must be con- 
stantly vigilant. Hospitals are always handling dynamite. 
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AMERICAN AND CANADIAN Hospirats. Edited by James Clark Fifield with the 
cooperation of the American Hospital Association. The volume contains 1,560 
pages. It is bound in blue fabrikoid. Published by Midwest Publishers Company, 
Minneapolis, Minn. Price $10.00, delivered. 


This new directory of hospitals and allied institutions in the United 
States, its possessions, Canada, and Newfoundland contains information 
of inestimable value to workers in the hospital field ; but laymen also should 
find the book interesting, and firms selling to hospitals undoubtedly will 
welcome the volume, for it gives them facts and figures they have long 
desired. 

It resembles Burdette’s British Hospitals and Charities, but is more 
elaborate than that publication. 

In the front part of the book is a section devoted to articles on national 
organizations in the hospital field, including the American Hospital Asso- 
ciation, the Council on Medical Education and Hospitals of the American 
Medical Association, the Department of Hospital Service of the Canadian 
Medical Association, the Canadian Hospital Council, the American College 
of Surgeons, the American Protestant Hospital Association, the Catholic 
Hospital Association of the United States and Canada, the American 
Nurses’ Association, the Canadian Nurses’ Association, the National 
League of Nursing Education, the American Association of Hospital 
Social Workers, the American Sanatorium Association, the Association 
of Record Librarians of North America, and the American Occupational 
Therapy Association. The organizations are described in considerable 
detail and, with one exception, their histories are related. 

The Directory contains comprehensive data on hospitals and allied in- 
stitutions in the two countries named in the title, together with those in 
the possessions of the United States and in Labrador, Newfoundland, 
Northwest Territories, and Yukon Territory, including all general and 
specialized hospitals, institutions for the insane (except those for custodial 
care only), the feebleminded and the epileptic, narcotic farms, tuberculosis 
sanatoria, hospital ships, leper colonies, and frontier nursing stations 

The hospital sketches are arranged geographically and alphabetically, 
which makes the directory convenient to use. 

The following facts are given in a complete hospital sketch: name of 
hospital or allied institution; street address; type of institution; services 
available; special departments, such as out-patient, clinical laboratory, 
school of nursing, occupational therapy, social service, etc.; number of 
beds; ownership and control; number of members on governing body ; 
approvals, if any, for general internship, residency in a specialty, or 
standardization ; rates charged; history of institution; financial and other 
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data ; and names of officers of governing body, director of school of nursing 
(if institution conducts a school of nursing), and superintendent. 

In every instance where a superintendent supplied the following facts 
the hospital sketches include them: amount of endowment; value of 
grounds and buildings including equipment; total income for fiscal year 
ending in 1931 from patients, endowment, contributions, city, county, 
state or provincial, or federal funds, and other sources ; operating expenses. 
including school of nursing expense, capital expenditures, number of 
patients admitted in fiscal year ending in 1931; average daily number of 
patients in hospital, entirely free hospital days, all hospital days, patient 
visits in out-patient department; average bed patient day cost; average 
dispensary patient visit cost; number of patients in hospital on last day of 
fiscal year; number of physicians on intern staff, on resident staff other 
than those of intern rank, on attending staff, and on courtesy staff; aver- 
age number of students in school of nursing; and average number of 
graduate nurses regularly employed by the hospital. 

The last part of the book is devoted to an appendix containing informa- 
tion on funds, endowments, and organizations, together with data that 
supplement the hospital sketches. 








o, 
~ Se — 


PROCEDURES IN TUBERCULOSIS CoNntTRoL. By Benjamin Goldberg, M.D., F.A.C.P., 
F.A.P.H.A., with an introduction by Dr. David J. Davis. Published by the F. A. 
Davis Company, Philadelphia. Price $4.00. 

Dr. Goldberg’s work is of particular value to hospital administrators 
interested in the hospital care of tuberculous patients. In the early chap- 
ters the author evaluates the entire tuberculosis problem, outlines the 
special organization for tuberculosis control, and treats upon legislation, 
both enabling and coercive, pertaining thereto. The chapters on the dis- 
pensary, with a description of its arrangement, its personnel and hours of 
service, the open case and the contacts, are exhaustive. This is one of the 
first discussions of the arrangement of these hospital functions, and prob- 
ably the most complete that is in print. 

The work deals with tuberculosis surveys, the education and publicity 
“Sanatorium 
Planning” has been contributed by the late Thomas B. Kidner, one of the 


that is desirable in treatment and control. The chapter on 


leading authorities on this subject. 

Of especial interest to the hospital administrator is the chapter on “The 
General Hospital and Tuberculosis.” Dr. Goldberg explains in detail why 
the general hospital should care for the tuberculous patient and suggests 
the proper arrangement and architecture in the general hospital to facili- 
tate such care. 
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The work is especially informative in its outline of the functions of the 
sanatorium, and devotes chapters to the organization of the staff, to diet, 
to the dental department, and to the education of the patient. 

A special chapter is devoted to the tuberculosis sanatorium’s contribu- 
tion to medical education, another to arrangement of the budget, and still 
another to supplies and purchasing. 

There are few treatises on subjects of interest to the hospital field that 
are so exhaustive in specific information concerning the arrangements for 
the care of the tuberculous patient and the control of tuberculosis as Dr. 
Goldberg’s volume. 
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How to Bupcer Heatto. By Evans Clark. Published for the Twentieth Century 
Fund, Inc., by Harper & Brothers, New York. Price $4.00. 


This volume, prepared by the director of the Twentieth Century Fund, 
outlines various plans for budgeting and distributing the costs of medical 
care. It was intended to appeal more particularly to doctors and their 
patients. It emphasizes medical service, including hospital service, as an 
industry in which 1,100,000 people are employed and $5,800,000,000 is 
invested. The author states definitely that “the doctor, the hospital, the 
nurse, create a product of tangible value.” 

Several chapters are devoted to the guild plan for health insurance, the 
group practice plan as exemplified by the Endicott-Johnson and Home- 
stake Services, and the group or periodic payment plans. The author has 
assembled valuable information on such important topics as the pay clinics, 
private medical groups, industrial medical service, and labor union and 
employee services. He goes exhaustively into the subject of state insur- 
ance, particularly as applied in Germany, Great Britain, France, Denmark, 
the Netherlands, and Japan. He devotes several chapters to the subject 
of voluntary health insurance, analyzing such plans as the Thompson 
Benefit Association, the New Bedford Plan, the Durham Hospital Plan, 
and others. 

The book presents the attitude of the profession relative to guild insur- 
ance, giving the arguments of those opposed along with those which are 
sympathetic. A chapter devoted to the attitude of the public is particularly 
illuminating. The author has presented an analysis of the economic phases 
of medical care that is well worth careful reading. 

The conclusions of the author cannot be accepted in their entirety. In 
dealing with a subject so general in its character it would be difficult to 
apply the formulas suggested either to the individual or to a single com- 


munity. 
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The work is of special interest to hospital administrators not only for 
the valuable data that it presents but for the manner in which the impor- 
tant subjects of medical care, hospital maintenance, and the distribution 
of hospital costs through periodic payments are analyzed. 





Two Recent Pamphlets 


TEN Lessons on Meat. Prepared and distributed by the National Live Stock and 
Meat Board. A useful little pamphlet for hospitals, illustrating by colored charts 
the different cuts of beef, veal, pork, and mutton, together with their food values 
and instruction as to the best manner of preparing meats for serving. 

Sarety IN Hospitrats. Prepared by the National Safety Council and published 
by the American Hospital Association. A valuable pamphlet outlining in detail the 
safety problems with which hospitals have to deal. 


cette naitacagitiiaals 


a 


1115] 

















AMONG ‘the-ASSOCIATIONS 





























The International Hospital Association—Third 
International Congress 





HE International Hospital Association will hold its third interna- 

tional congress at Knocke sur Mer, Belgium, June 28 to July 3 this 

year. It will attract a large number of hospital administrators from 
all over the world 

The opening meeting will take place on Wednesday, the 28th of June, 
at 5:00 p. M. and sessions will be held in the forenoon and afternoon of 
each of the ‘five days. The program, as arranged by the president, Dr. 
René Sand, and the general secretary, Dr. E. H. L. Corwin, includes 
discussions by such eminent international hospital authorities as Dr. Joseph 
Wirth, of Frankfurt a. M., Dr. André Gouachon, of Lyon, Mr. Hermann 
Distel, Hamburg, Capt. J. E. Stone, Birmingham, Dr. Auguste Merckx, 
Brussels, Dr. W. Alter, Frankfurt a. M., Prof. Dr. Aladar von Sods, 
Budapest, Dr. G. von Deschmanden, Lucerne, and Prof. Dr. G. Pittaluga, 
Madrid, on such subjects as Equipment and Technical Installation, Ad- 
ministration and Supplies, Building, Finance and Accountancy, Legislation, 
Care of the Sick, Dietetics, Personnel, Statistics and Nomenclature, and 
Community Relationships. 

At the conclusion of the congress the association has arranged a five-day 
study tour through Holland, which will include visits to the hospitals and 
other public institutions in Rotterdam, the Hague, Meerenberg, Santpoort, 
Amsterdam, and other interesting cities. 

The program is international in scope and the papers will be translated 
into English, French, German, Spanish, and Italian at the time they are 
presented to the convention. 

The committee in charge has arranged a series of entertainments for 
the attending delegates. The hotels have granted very attractive rates and 
the congress affords a very delightful opportunity to visit the interesting 
institutions in Europe under ideal conditions and at a minimum cost. 

Those planning to attend the meeting should address Dr. W. Alter, Ernst 
Ludwig-Allee 2, Buchschlag, Frankfurt a. M., Germany, or Dr. E. H. L. 
Corwin, Secretary-General, International Hospital Congress, 2 East 103rd 
Street, New York City. 
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The Fourth Annual Convention of the Texas Hospital 
Association 


HE Texas Hospital Association held its fourth annual convention on 

March 17 and 18 in Dallas, Texas. 

The convention had the largest attendance in the history of the asso- 
ciation, more than one hundred hospitals sent their representatives, and 
the registration of delegates was in the neighborhood of two hundred. 

Texas hospitals were especially interested in group hospitalization, for 
the reason that in this state and among its hospitals, successful plans have 
been operated on a large scale, and have developed with such successful 
results that the public, patients, doctors, and hospitals are all satisfied in 
those cities in which the plan has been properly installed. 

At Friday morning’s session, group hospitalization was the topic for dis- 
cussion and papers were presented by Dr. J. H. Groseclose, superintendent 
of the Methodist Hospital of Dallas, on “Group Hospitalization as Oper- 
ated by an Individual Hospital,” and by Miss Martha P. Roberson of the 
Medical and Surgical Hospital, San Antonio, on “Group Hospitalization 
as Operated by a Group of Hospitals.” A Round Table was conducted by 
Mr. Robert Jolly, of the Memorial Hospital, Houston, covering the sub- 
jects under discussion. 

At the conclusion of the morning session, group meetings of superin- 
tendents of the following hospital groups were held: state and county 
hospitals, church hospitals, clinic and private hospitals. 

The afternoon session was given over to the discussion of Texas hospital 
laws and legislative procedure by the Honorable George Butler, of Dallas, 
Texas. Mr. Butler is preparing a digest of hospital laws, which will soon 
leave the press, and which will incorporate the court decisions affecting 
hospitals. Mr. Butler outlined the principle of the hospital lien laws, 
which has just passed the House of Representatives of the Texas state 
legislature, and will be voted on in the Texas Senate early next week. 
It was remarkable, in spite of the very determined opposition in the 
legislature, and a strong lobby opposing the passage of the law, that 
through the efforts of the Legislative Committee of the State Hospitaliza- 
tion Association, of which Mr. Bryce Twitty is chairman, it passed the 
lower house by a vote of ninety-four to sixteen, and its passage in the 
Senate is assured. 

The remainder of the afternoon centered about the subject, “What About 
Nursing ?” 
on “A Comparative Nursing Survey, 1928-1932,” by Mrs. Grace Eng- 
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blad, of the State Board of Nurse Examiners at Houston, and the second, 
“My Experience with Graduate Nurses vs. Student Nurses in Hospitals 
with Less than 100 Beds,” by Miss Eva M. Wallace of the Wichita Falls 
General Hospital. It was particularly significant, according to Miss Eng- 
blad’s report, that the number of nurses’ training schools in Texas has 
been reduced by thirty-four during this period, but that in 1932 eleven more 
nurses were graduated from the existing training schools in Texas than in 
the previous year. However, the registration of nurses in Texas in 1932 
was some two hundred less than in the previous year. Miss Wallace pre- 
sented a very forcible discussion on the advantages of graduate nursing 
service over a student nursing service in hospitals of less than one hundred 
beds. 

In the Round Table discussion that followed, it developed that a number 
of hospitals of less than one hundred beds were discontinuing their training 
schools and employing graduate nurses, and in every case but one, where 
the change had been made, the superintendent of the hospital was con- 
vinced that there had been a material saving in the expense and better 
nursing service where graduate nurses were used exclusively. 

The afternoon Round Table was of particular interest, and it was de- 
voted almost entirely to the discussion of nursing problems. 

The annual banquet on Friday evening was well attended, and extra 
tables beyond those provided for had to be arranged to accommodate 
additional guests. 

Mr. E. M. Collier of the Baptist Hospital at Abilene presided as toast- 
master. The speakers of the evening were Dr. Bert Caldwell, executive 
secretary of the American Hospital Association, who spoke on “Public 
Relations,” and Dr. Michael M. Davis, who spoke on “The Future of 
Hospitals in the Practice of Medicine.” 

The afternoon program closed with a movie-talkie on “History of 
Diabetes.” 

The Saturday’s session was given over to a very interesting program, 
led by Dr. Lucius R. Wilson of the John Sealy Hospital of Galveston, who 
spoke on “What Texas Hospitals Are Doing About Vacations, Sick Leaves, 
and Employees’ Discounts,” and Miss Ella Louise Brient of the Nix 
Hospital, San Antonio, on “Reducing Expenses—lIncreasing Incomes.” 

This session was followed by a Round Table on “Hospital Economics” 
and closed with reports of the association’s secretary and treasurer and 
the committees on Legislation, Membership, Constitution and Rules, and 
Auditing. The officers elected for next year were: Dr. George H. Steph- 
enson, of the Parkland Hospital, president; Mr. Bryce Twitty of Baylor, 
president-elect; Mr. E. M. Collier, Baptist Hospital, Abilene, first vice- 
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president; Sister Antonio of St. Paul’s Hospital, Dallas, second vice- 
president ; Miss Eva Wallace, Wichita Falls Clinic, treasurer; Mr. Robert 
Jolly, Memorial Hospital, Houston, and Miss Ella Louise Brient of Nix 
Hospital, San Antonio, trustees. 


Colorado Hospital Association 


HE Colorado Hospital Association held its spring meeting on Thurs- 

day, March 16, at Mercy Hospital, Denver. An unusually large at- 

tendance greeted the two speakers, Dr. C. F. Kemper, of Denver, 
and Professor F. D. Bramhall, of the political science department of the 
University of Colorado, Boulder. 

The program was given over entirely to the speakers and to the gen- 
eral discussion of their subject by the members. Both speakers dealt 
with the report of the Committee on the Costs of Medical Care. Dr. 
Kemper spoke on the first recommendation of the committee, stating his 
idea of the physician’s attitude toward the grouping of all medical activities 
around the hospitals, as advocated by the committee. He was followed 
by Professor Bramhall, who took up recommendation number three. Pro- 
fessor Bramhall discussed the desirability of placing medical care on an 
insurance basis from the viewpoint of a layman and a political economist. 
Both speakers emphasized the importance of studying the report and 
viewing it as the work of a large number of prominent doctors and lay- 
men eminently qualified to do the work undertaken by thé committee. 
They stated that this report contains a great deal of valuable information 
which must not be tossed lightly aside or condemned without serious 
consideration. 

At the business meeting following the program, President [rank 
Walter, of St. Luke’s Hospital, Denver, gave a short report on the Feb- 
ruary meeting of Presidents and Secretaries of Regional and State Hos- 
pital Associations with the trustees of the American Hospital Association 
which he attended as the delegate of the Colorado Hospital Association. 

At this meeting, also, the Colorado Association took an important step 
forward by voting to establish a committee of nine members of the asso- 
ciation to be known as the Committee on Nursing Education. The duties 
of this committee will be to initiate such activities in the field of nursing as 
may from time to time be found necessary for the safeguarding of the 
interests of our hospital schools of nursing in the progressive development 
of nursing education. 
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The Florida State Hospital Association 





HE Florida Hospital Association held its annual convention March 27 

at Ocala. The meetings were held at the Ocala Country Club and 

were attended by delegates representing 75 per cent of the hospitals in 
the state. 

At the morning session two very interesting discussions were presented, 
the first by C. A. Lamont, superintendent of Flagler Hospital, St. Augus- 
tine, on “Replacement of Training Schools by Graduate Nursing Service 
in Small Hospitals,” and the second by J. A. Bowman, superintendent of 
Munroe Memorial Hospital, Ocala, on “The Advantage of a Flat Rate 
Kee Schedule.” Immediately following this was a Round Table discus- 
sion led by Mr. Fred M. Walker, superintendent of the Duval County 
Hospital, Jacksonville. At the afternoon session Dr. E. G. Peek of Ocala 
addressed the convention on “Hospitals and Community Relations”; Miss 
Mary Corbitt, assistant superintendent, Jackson Memorial Hospital, Miami, 
spoke on “Financing the Hospitalization of Indigent Patients,” J. H. 
Holcombe, superintendent, St. Luke’s Hospital, Jacksonville, on “Col- 
lection of Hospital Bills,’ and Dr. L. L. Andrews, medical superintendent 
of the Florida Sanitarium and Hospital, Orlando, on “Health and Hospital 
Insurance.” The afternoon session closed with a Round Table conference 
led by J. A. Bowman, of Munroe Memorial Hospital, Ocala. 

The annual dinner was held at the Ocala Country Club. 
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The Meeting of the Pennsylvania Association 


CONOMIC CHANGES which have compelled drastic readjustments in 

hospitals of the United States, and thrown new light upon the work 

hospitals have given quietly in their communities for many years, 
were dealt with by noted hospital men of this and other states at the 
twelfth annual convention of the Hospital Association of Pennsylvania, 
which opened March 21 in the Bellevue-Stratford, Philadelphia. 

The convention lasted for three days, ending on the night of March 23. 
Sessions of the state group are held alternately in the eastern and western 
parts of the state. 

John M. Smith, Philadelphia, is succeeded as president of the associa- 
tion by Miss Jessie J. Turnbull, Pittsburgh. 

Dr. N. W. Faxon, President-elect of the American Hospital Associa- 
tion, was among the speakers. 
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At the opening session Tuesday at 2:00 p. m., the address of welcome 
was given by Philip Gadsden, and the response by Melvin L. Sutley, 
president of the Hospital Association of Philadelphia. The invocation 
was made by the Rt. Rev. Msgr. Joseph M. Corrigan, D.D. A theater 
party was on the entertainment program for the evening. 

The Wednesday morning session, presided over by R. W. Froberger, 
Danville, featured addresses by President Smith and Miss K. Frances 
Cleave, nursing consultant, Department of Welfare, Harrisburg. Miss 
Cleave spoke on “How the Hospitals of Pennsylvania are Meeting Their 
Nursing Problems.” 

Reports were read by Elmer E. Matthews, treasurer, and Howard E. 
Bishop, executive secretary for the board of trustees; Webster S. 
Kohlhaas, auditing committee; John N. Hatfield, membership; Dr. H. K. 
Mohler, program; Major Roger A. Greene, legislative; Charles A. Gill, 
nominating; and M. H. Eichenlaub, publicity. Mr. Bishop also reported 
as chairman of the Special Committee on Minimum Standards. 

Major Greene, chairman of the legislative committee, said the hospitals 
are sponsoring a bill which would permit third-class cities to make appro- 
priations to hospitals, for the care of residents of those cities. 

At the afternoon session, with President Smith presiding, Round Table 
discussions of problems vital to hospitals were led by Miss Esther J. 
Tinsley, superintendent of the Pittston Hospital, and Dr. Donald C. 
Smelzer, medical director of the Graduate Hospital, Philadelphia. 

At the dinner session on Wednesday evening Dr. S. S. Goldwater, 
New York, was the principal speaker. President Smith was toastmaster. 
Dr. Goldwater said, in part: 

Economic pressure has driven a wedge between the family doctor and an im- 
portant fraction of his patients. This pressure shows no signs of relaxing. 

The terms of future medical participation in this great mass of practice, however, 
are subject to negotiation. Public interest demands a settlement fair to the medical 
profession, otherwise hospital service will deteriorate and the patients will suffer. 

Efforts to preserve for the family doctor the practice that remains in his hands 
will not be aided by fostering antagonism between him and the hospital. These 
two complementary units of medical practice should be united in an amicable partner- 
ship. 

The hospital’s participation should be based in part on frank recognition of the 
public’s interest in competent private practice. It should signify the hospital’s 
acceptance of the proper role of group medicine in relation to individual private 
practice, namely, to furnish whatever needed clinical and laboratory service the 
family doctor is unable to supply. \ ; 

Serious difficulty in arranging the details of a working program will be avoided 
if the collaborators are determined to subordinate institutional pride and personal 
profit to the superior claims of public duty. 


Five important discussions were scheduled for Thursday morning, with 
Dr. Smelzer in charge. Dr. N. W. Faxon, President-elect of the Ameri- 
can Hospital Association, spoke on the work that organization is under- 
taking to keep hospitals financially abreast of the times. Other speakers 
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were Miss Helen E. Gilson, dietitian of the Pennsylvania Hospital, Phil- 
adelphia, her subject being, “The Dietitian’s Contribution to Present Day 


’ 


Problems”; Arthur A. Fleisher, president of the board of trustees of the 
Jewish Hospital, Philadelphia, on “Modern Trends in Hospital Work”; 
Mrs. Doris L. Dungan, executive housekeeper of the Jeanes Hospital, 
Fox Chase, on “The Hospital Housekeeper—Her Duties and Problems” ; 
and Miss May A. Middleton, superintendent of the Methodist Hospital, 
Philadelphia, whose topic was “Economies Effected by Hospitals of Penn- 
sylvania to Meet the Increased Demands on the Hospitals by the Un- 
employed.” 

The closing session Thursday afternoon presided over by President 
Smith featured four talks. Mrs. Alice I. Liveright, Harrisburg, secre- 
tary of the Department of Welfare, spoke on “How Have Hospitals Met 
the Care of the Unemployed?” Dr. Paul Keller, executive director, Beth 
Israel Hospital, Newark, New Jersey, spoke on “A Hospital Service 
Plan,” discussing recent trends in hospitalization, and Dr. Edward J. 
Klopp, professor of surgery of Jefferson Medical College, on “The Im- 
portance of Tumor Clinics in Hospitals of Pennsylvania.” Recent steps 
to acquaint the public with hospital problems of the state were discussed 
by Harry Stanley, publicity director of the association, speaking on “How 
to Benefit from State-wide Publicity.” 

Major Greene was nominated president-elect of the association. Others 
nominated were: Sister M. Rose, Pittsburgh, and Miss Mary V. Stephen- 
son, Philadelphia, vice-presidents; Elmer E. Matthews, Wilkes-Barre, 
treasurer; Miss Mary B. Miller, Pittsburgh, and John M. Smith, Phila- 
delphia, board of trustees. 


Coming Meetings 


Joint Conference, North Carolina, South Carolina, and Virginia Hospital 
Associations, Charleston, South Carolina, April 5-7, 

Northwest Hospital Association, Spokane, Washington, April. 

Iowa Hospital Association, Marshalltown, April 19-20. 

Southern Methodist Hospital Association, St. Louis, April 19-20. 

Louisiana Hospital Association, Shreveport, April 24. 

Joint Conference, Arkansas, Tennessee, and Oklahoma Hospital Associa- 
tions, Hot Springs, Arkansas, April 25-26. 

Kentucky Hospital Association, Lexington, May 1. 

Ohio Hospital Association, Columbus, May 2-4. 

University Hospital Executives Council, Chicago, May 3. 
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Joint Conference, Illinois, Indiana, and Wisconsin Hospital Associations, 
Chicago, May 3-5. 

Connecticut Hospital Association, Torrington, May 5. 

Mississippi Hospital Association, Jackson, May 8. 

Hospital Association of New York State, Buffalo, May 19-20. 

New Jersey Hospital Association, Asbury Park, May 19-20. 

Minnesota Hospital Association, Minneapolis, May 25-26. 

Midwest Hospital Association, Kansas City, Missouri, May 26-27. 

American Society of Radiographers, Rochester, New York, May 31-June 3. 

Michigan Hospital Association, Detroit, June. 

South Dakota Hospital Association, June 

Hospital Association of Rhode Island, June. 

American Association of Hospital Social Workers, Detroit, June 11-17 
(annual meeting). 

Catholic Hospital Association, St. Louis, June 12-15. 

American Medical Association, Milwaukee, June 12-16. 

New Brunswick Hospital Association, St. John, June 22-23. 

International Hospital Congress, Knocke s/Mer, Belgium, June 28-July 3. 

International Council of Nurses, Brussels and Paris, July 9-14. 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
February 25 to March 28, 1933 


Florida 
TI IE ss 56.6 RAMONE 08s 4 RE ERED ERA ONE Century 
Georgia 
Crawford W. Long Memorial Hospital and Clinic..............: \tlanta 
Illinois 
TN 55.5.5 55 oe ELK 40K sk WOOO aon ved Carlinville 
en re IN yc hve od cke edb as teen vaso eminw EN erasep wes Chicago 
Indiana 
ee ee ee eT ee eee eee ee \ngola 
ee ee ee ee ee ‘ort Wayne 
SE NS i 50 oc ow ok cee RRA RAK a eR Kah HRT EES Wolf Lake 
ee ee eee rere Greencastle 
Iowa 
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Minnesota 
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Taylor Foundation, H. Longstreet (Pokegama Sanatorium)... .Pokegama 


Missouri 
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ee Terr eee Teer re eee eer eer eT TS ee 

Ohio 
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Se IIs scone S00 Wa iy ame a Gosh Sk be Res see ou Toledo 
Tennessee 

St. Mary's Diemnorial Taste case. scsi ccc ce ei nccuvusese Knoxville 
Vermont 

Ne SU 0 eS ia ek Hes He RR DS Springfield 


Republic of Panama 
SE he TR iy oe SEAS SAE U NR io ven i cass Svares Panama 








April, 1933 APPLICATIONS FOR MEMBERSHIP 


APPLICATIONS FOR PERSONAL MEMBERSHIP 
February 25 to March 28, 1933 


Georgia 


Dickerson, Durice, supvr., Grady Hospital, Atlanta. 


Illinois 


Bowen, L. M., mgr., Hinsdale Sanitarium and Hospital, Hinsdale. 
dePazzi, Sister Mary, R.N., supt., Mercy Hospital, Chicago. 


Indiana 


Teal, Helen, R.N., secy., Indiana State Nurses’ Association, Indianapolis. 


Louisiana 
Dent, A. W., supt., Flint-Goodridge Hospital of Dillard University, New 
Orleans. 
Massachusetts 
Coeson, Mildred A., off. mgr., Salem Hospital, Salem. 
Crenner, Georgiana, supt., Commonwealth Avenue Hospital, Boston. 
Fussell, Marion C., R.N., supt., Winthrop Community Hospital, Winthrop. 
Hoadley, Edith L., diet., Salem Hospital, Salem. 
Morgan, Mrs. Edith L., R.N., supt., Charles Choate Memorial Hospital, 
Woburn. 
Robertson, Annie M., R.N., asst. to dir., Massachusetts Eye and Ear In- 
firmary, Boston. 
Stevens, Alvira B., in chg., Phillips House, Massachusetts General Hos- 
pital, Boston. 


Upton, Carolyn, R.N., asst. supt. nrs., Salem Hospital, Salem. 


Minnesota 


Prentiss, S. L., treas., Winona General Hospital, Winona. 
Seckinger, A. K., exec. secy., Itasca County Hospital, Grand Rapids. 


Missouri 

Ahlstedt, Elmer, supt., Trinity Lutheran Hospital, Kansas City. 
Berkley, Maurice, bd. mem., Menorah Hospital, Kansas City. 
Cohen, Mrs. Ruby, exec. dir., social service dept., Menorah Hospital, 

Kansas City. 
Estelle, Sister, dir. gen. sch. of nrsg., Marillac Seminary, Normandy. 
Isabelle, Sister, fin. dir., Marillac Seminary, Normandy. 
Jacobs, Joe P., cr. mgr., Missouri Baptist Hospital, St. Louis. 
Roberta, Sister, dir. sch. nrsg., DePaul Hospital, St. Louis. 

New Hampshire 

Harris, Mrs. Bessie E., R.N., supt., Franklin Hospital Association, 

Franklin. . 
Miles, Maud A., R.N., supt., New Hampshire Memorial Hospital, Con- 

cord. 
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Nicholl, Sarah S. L., R.N., supt., Exeter Hospital, Exeter. 

Pedersen, Carrie H., R.N., anesth., New Hampshire Memorial Hospital, 
Concord. 

Thomas, Jeanette F., R.N., supt., Memorial Hospital, North Conway. 


New York 


Bergman, Simon, pres. bd. dir., Sydenham Hospital, New York. 
Dunn, Ethel J., head nrs., Lake Placid General Hospital, Inc., Lake Placid. 
Gottfried, O. R., exec. secy., Association of Private Hospitals of Greater 
New York, New York. 
Ohio 
Agreda, Sister, supt., St. Elizabeth Hospital, Dayton. 


Bishop, R. H., Jr., M.D., actg. dir., University Hospitals, Cleveland. 
Eustelle, Sister Mary, supt., Mercy Hospital, Toledo. 


Lawrence, Sister M., R.N., supt., St. Thomas Hospital, Akron. 
Moloney, Mrs. Ruth L., R.N., supt., Memorial Hospital, Norwalk. 


Neaman, Mary Z., supt., Fort Hamilton Hospital, Hamilton. 
Snyder, E. B., pres. bd. dir., Citizens Hospital, Barberton. 


Pennsylvania 


Ortlip, Annette, hskpr., Philadelphia Hospital for Mental Diseases, By- 
berry, Philadelphia. 

Wagner, Mrs. Louise M., R.N., supt. mrs., Pocono Hay-Ven, Mount 
Pocono. 


Rhode Island 


Westcott, Niles, asst. supt., Butler Hospital, Providence. 


Texas 


McCreless, S. E., pres., Hospital Service Company, San Antonio. 


Wisconsin 


Carter, Mrs. M. O., secy. of board, Richland Hospital, Richland Center. 
Lance, A. H., dir., Kenosha Hospital, Kenosha. 

Rediske, William F., dir., St. Luke’s Hospital, Milwaukee. 

Smith, Homer H., dir., Luther Hospital, Eau Claire. 

Wilson, James T., dir., Kenosha Hospital, Kenosha. 


Canada 
Gray, K. Ethel, R.N., supt., Kootenay Lake General Hospital, Nelson, 


ee ee 
Chile 
Devilat, Fernando, hosp. arch., Direccion General de Beneficencia y Asist- 
encia Social, Santiago. 
South Africa 
Louw, A. H., supt., Johannesburg Hospital, Johannesburg. 
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Arizona 
Casa Grande—The Casa Grande Hospital, which has been temporarily 
closed, was reopened for reception of patients on March 3. Miss Mary 
Van Zile, formerly of the Methodist Hospital, Joplin, Missouri, has been 
selected as the superintendent. 
Colorado 
Denver.—Former United States Senator Lawrence C. Phipps has of- 
fered as a gift to the state of Colorado and the city of Denver, for the 
care of indigent tuberculosis patients, the Agnes Memorial Sanitarium. 
In the event that the gift is accepted, it will be transferred to the regents 
of the University of Colorado. 
Wheat Ridge-—The new hospital unit at the Evangelical Lutheran Sani- 
tarium was dedicated February 26. 


Illinois 
Danville—The new Veterans Hospital, with accommodations for 295 
patients, will be open for the reception of patients about April 15. 


Kansas 
Fort Leavenworth—Bids for the construction of the nurses’ home at 
Station Hospital were opened on March 16 and construction will start 
immediately. 
Michigan 
Eloise —The new unit of Wayne County’s general hospital was opened 
March 14. It was named the William J. Seymour Hospital in honor of 
one of Detroit’s most widely known physicians. This hospital is a unit 
of the Wayne County Infirmary and is one of the most thoroughly 
equipped in the state. It was built on the site of the former emergency 
hospital of the infirmary. The wards contain seven hundred beds—suf- 
ficient, according to Dr. Thomas K. Gruber, superintendent of Eloise 
Hospital, to afford shelter and treatment to all the indigent sick of Wayne 
County. 
Wayne County Hospital is one of the finest tax-supported institutions 
in the United States. The arrangement of its wards and service buildings 
follows a well studied plan developed over several years by Dr. Gruber. 
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It is a self-contained unit accommodating all classes of indigent ill, includ- 
ing those cases necessitating custodial care. One of the attractive features 
of Eloise is its ideal location, some eighteen miles from the center of 
Detroit and surrounded by beautiful farm lands, the property of the 
institution. 

Missouri 


Marshall—Construction on the convalescent home of the Missouri State 
Crippled Children’s Hospital will be started immediately. The home is 
the gift of Mrs. Georgia Brown Blosser, of Marshall. 


Springfield —The Federal Hospital for Delinquents is 85 per cent com- 
pleted. The Government schedule calls for the completion of this institu- 
tion by July 27 of this year. 

Nebraska 

Central City—The Central City Hospital was opened for the reception 
of patients on March 2. Mrs. Grace Myers is superintendent of this in- 
stitution. 

New York 

New York City—The Jewish Memorial Hospital has filed plans for 
the erection of a new unit to be eight stories in height, of brick and stone 
construction. It is estimated that the cost, when completed, will be in 
the neighborhood of $800,000 and that the building will provide 170 beds. 


North Carolina 
Reidsville—The Annie Penn Memorial Hospital, after being closed 
for a year, was opened on March 1 for the reception of patients. Miss 
Mattie Sue Jones has been appointed superintendent under the new organ- 
ization. There will be no training school attached to this hospital; the 
nursing will be done by graduate nurses. 
South Carolina 
Edgefield——A charter has been granted the Edgefield Hospital. Miss 
Jane Fraser has been selected as superintendent. 
Tennessee 
Memphis —tThe Polyclinic Hospital was destroyed by fire on March 
16. Construction of a new hospital on the site of the old building will be 


undertaken at once. 
Texas 


Wichita Falls—The Texas state legislature passed a bill appropriating 
$90,000 for the construction of a new ward building at the Wichita Falls 
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State Hospital. Dr. C. W. Castner advised that the ward will be used 
exclusively for the accommodation of women patients. 
Virginia 
Roanoke.—Sealed bids for the construction of the proposed Veterans 


Hospital, to cost $800,000, will be accepted at the Veterans Administration 
headquarters, Washington, D. C., until 2:30 p. Mm. April 18. 


Wisconsin 

Racine.—St. Mary’s Hospital was formally dedicated on March 23. 
The Sisters of St. Mary’s have completed one of the finest hospitals in the 
state of Wisconsin. The new institution has incorporated every modern 
hospital idea in construction and equipment. The hospital was dedicated 
by the Most Rev. Samuel A. Stritch. 

Rice Lake——The Sisters of St. Frances of St. Clare dedicated the new 
St. Joseph’s Hospital on March 17. Bishop Theodore Reverman of 
Superior presided at the dedication. 


a 


. 
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Illinois 
Chicago.—The will of John W. Embree leaves a bequest of $5,000 to 
the Chicago Lying-in Hospital. 
Augustana Hospital receives by bequest the major portion of the estate 
of Jefferson D. Wright, amounting to $40,000. 
The Children’s Memorial Hospital receives $10,000 under the will of 
Samuel M. Stein. 


Massachusetts 


Pittsfield —The House of Mercy Hospital became the residuary legatee 
of the estate of Miss Anna G. Clement, its retired superintendent. 


Minnesota 


IVinona.—The bulk of the estate of the late John Dietze will go to the 
\Winona General Hospital, under the terms of his will. It is estimated that 
the bequest to the hospital will be in excess of $100,000. 


New York 

Mount Vernon.—TYhe will of Mrs. Frances M. Willson bequeaths 
$20,000 and a residuary fund of $100,000 to Mount Vernon Hospital. 

New Rochelle—The New Rochelle Hospital will receive $10,000 by a 
bequest of Mrs. Florence M. Childs. 

New York City—Under the terms of the will of Mrs. Therese Schiff, 
widow of Jacob H. Schiff, banker and philanthropist, the ladies’ auxiliary 
of the Montefiore Hospital was left $10,000. 

The Hospital for Joint Diseases was left $5,000 under the will of 
Samuel L. Feiber, retired broker. 

Elias Kempner, who died February 21, bequeathed $5,000 each to Mt. 
Sinai and Montefiore Hospitals. 

Poughkeepsie —Vassar Hospital received a $5,000 bequest by the will 
of Elizabeth Remsen LeRoy Dale. 
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Pennsylvania 


Harrisburg—tThe will of Mr. Daniel M. Dull stipulates that upon the 
death of his brother, Mr. Casper Dull, $100,000 will go to Polyclinic 
Hospital in trust, to be known as the James Junkins Dull fund. Polyclinic 
Hospital also receives $5,000 under the will of the late Mrs. Elizabeth J. 
Miller. 

Philadelphia.—The following Philadelphia hospitals were beneficiaries 
under the will of Edward S. Hyde, who left an estate worth $1,000,000: 
the Methodist Episcopal, Children’s, Northeastern, and Lankenau. 


Rhode Island 


Providence.—Under the will of William Greene James the Rhode Island 
Hospital has received $10,000. 

The will of Joseph E. C. Farnham bequeaths the Rhode Island and 
Homeopathic Hospitals each $2,000 besides one-sixth of the residue of 
the estate. 


a 
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Dr. W. G. Patton, formerly assistant superintendent of the Missouri 


























State Hospital No. 4 at Farmington, has been appointed superintendent 
of the St. Louis County Hospital, Clayton. Dr. Patton succeeds Dr. 
Eugene A. Scharff, deceased. 

Dr. Roy D. Halloran, assistant commissioner of the department of men- 
tal diseases, has been selected as superintendent of the Metropolitan State 
Hospital, Waltham, Massachusetts, and will assume his duties on April 1. 

Miss Maud Woodward has been named superintendent of the Morgan 
County Memorial Hospital, Martinsville, Indiana, to succeed Miss Hattie 
Rost. Her appointment was effective March 1. 

Dr. R. H. Cranford, superintendent of the South Mississippi Charity 
Hospital at Laurel, resigned his position effective March 1. 

Dr. A. J. Carter has been appointed superintendent of the South Mis- 
sissippi Charity Hospital to succeed Dr. Cranford. 

T. F. Alexander has been appointed superintendent of the Tampa Mu- 
nicipal Hospital, Tampa, Florida, to succeed Dr. R. E. Baldwin, deceased. 
Mr. Alexander has had a wide experience in hospital administration. For 
many years he was president of the board of trustees of the Gordon Keller 
Memorial Hospital and was in charge of the Tampa Municipal Hospital 
for a short period after its completion. 

Mrs. Lillian A. Mavity, who for the past four years has been superin- 
tendent of the Howard County Hospital, Kokomo, Indiana, has accepted 
the superintendency of the Vermillion County Hospital at Clinton, effec- 
tive March 15, to succeed Hannah Rosser. 

Elsie L. Delin has succeeded Mrs. Madge G. Hamnette as superintendent 
of the Children’s Free Hospital, Louisville, Kentucky. 

Mayme A. Peck has resigned the superintendency of the West Hudson 
Hospital, Kearny, New Jersey. 
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New Tubes 
for Old 


N the handling of Coolidge X-Ray Tubes 
returned for repairs during the past two 
years, we have experimented with the idea of 
furnishing the customer with a brand new tube 
from stock, charging him only with the usual 
cost of such repairs as his tube required. 

A careful study of this procedure has 
convinced us that the results are so mutually 
satisfactory as to warrant its adoption as a per- 
manent policy. 

We are sincere in the belief that our cus- 
tomers will look upon this type of service as 
adding appreciably to the value of their tube 
investments. 

A new Coolidge tube for an old, at the same 
price which has heretofore applied on the » 
repairs to the returned tube, offers a clean-cut, 
bona-fide transaction, and leaves no room for 
doubt as to the reliability of performance of the 
tube which the customer receives in return. 

With such a policy, backed up by G-E re- 
sources and manufacturing facilities, why takea 
chance by having your tubes repaired elsewhere. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


FORMERLY VICTOR X-RAY CORPORATION 
2012 Jackson Bivd. Chicago, Ill. U.S. A. 
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Miss Vida R. Nevison has resigned as superintendent of the Massillon 
(Ohio) City Hospital. 

Dr. Dow Taylor, superintendent of the Western Oklahoma Hospital at 
Supply, died on Wednesday, March 8. 

Marion C. Fussell, former superintendent of the Community Memorial 
Hospital, Ayer, Massachusetts, has gone to the Winthrop Community 
Hospital, Winthrop, Massachusetts, in that capacity. 

Miss Emmeline K. Mills has recently assumed her duties as director 
of the school of nursing at the Salem Hospital, Salem, Massachusetts. 
Miss Mills is a graduate of the Massachusetts General Hospital and goes 
to the Salem Hospital from the Toledo Hospital, Toledo, Ohio. 


a 





The American Surgical Lamp Company Moves to Milwaukee 


The American Surgical Lamp Company of Los Angeles has been re- 
organized and moved to Milwaukee to place it in better position for han- 
dling the eastern and midwestern market. Mr. E. H. Greppin, who was 
head of the former company, will continue in that capacity in the new 
company. A factory has been established at 104 E. Mason St., Milwaukee. 

The American Surgical Lamp has been widely distributed throughout 
the Pacific Coast states and is also in use in many hospitals in the eastern 
part of the United States. The American Surgical Lamp Company offers 
an unusually complete line of operating lamps, including portable models, 
emergency units, and major and minor surgery ceiling suspended lights, 
including a special obstetrical light which has been widely adopted. In 
these lights special attention has been given to color correction, resulting 
in a quality of light that is free from glare and eye-strain. In the major 
units the position of the lights provides exceptional depth penetration. 

These lights have been on the market for a number of years, and have 
been exhibited at a number of the national conventions. Service dealers 
are now being appointed in all parts of the United States. 
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A wealth of new and interesting information pertain- 
ing to the Spring-Air Mattress has just been published 
in booklet form. Because of the preference which the 
hospital field has shown for Spring-Air, this new liter- 
ature should be on file in every Superintendent’s office. 
Now isa particularly good time to bring your mattress 


file up-to-date, and it is suggested that the coupon be 





—— " used to bring the 
Spring-Air provides that Healing Rest ; 


which is so essential as a_ therapeutic latest data regard- 
measure — use the coupon for the ee . 
facts. ing Spring-Air. 


MASTER BEDDING 
MAKERS of AMERICA 


Secretary’s Office: 
Holland, Michigan 








The Secretary, 
MASTER BEDDING MAKERS OF AMERICA, 
Holland, Michigan. 
Please send the new Spring-Air literature for our files. 


Hospital Nate: 2.22 nec css con acccesagssuveeeedossaetavm races eceudete 
PGAEOSS. cos sie RA ee ewe Se DI ee ae er aa ee eae 


Superititendent 2 ciwesccarctndecnersdenensscsewecasyeascseneaasianaaneas 

















OFFICERS OF THE STATE, PROVINCIAL, AND ALLIED 
ASSOCIATIONS 


Alabama Hospital Association 
President—Dr. French H. Craddock, Sylacauga. 
Secretary—Miss Bertha McElderry, Talladega. 
Alberta Hospital Association 
President—Mr. A. T. Stephenson, Municipal Hospital, Red Deer. 
Secretary—Mr. T. Cox, Edmonton. 
American Protestant Hospital Association 
President—Dr. Thomas A. Hyde, Christ Hosp., Jersey City, N. J. 
Secretary—Dr. Frank C. English, 3233 Griest Ave., Cincinnati. 
Arkansas Hospital Association 
President—Monsignor John P. Fisher, Diocesan Dir. of Hospitals, 
Little Rock. 
Secretary—Mr. T. J. McGinty, Davis Hospital, Pine Bluff. 
British Columbia Hospitals Association 
President—Mr. J. M. Coady, St. Paul’s Hospital, Vancouver. 
Secretary—Mr. J. H. McVety, Vancouver. 
Canadian Hospital Council 
President—Dr. F. W. Routley, Toronto. 
Secretary—Dr. Harvey Agnew, Toronto. 
Children’s Hospital Association 
President—Dr. Herman Schumm, 425 E. Wisconsin Ave., Milwaukee. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 





Colorado Hospital Association 
President—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Secretary—Mr. Wm. S. McNary, University of Colorado, Denver. 
Connecticut Hospital Association 
President—Mr. Oliver H. Bartine, Bridgeport Hospital, Bridgeport. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 
Department of Hospital Service, Canadian Medical Association 
Secretary—Dr. Harvey Agnew, 184 College St., Toronto. 
Florida Hospital Association 
President—Dr. W. L. Shackelford, Good Samaritan Hospital, West 
Palm Beach. 
Secretary—Mr. Fred M. Walker, Duval County Hospital, Jacksonville. 
Georgia Hospital Association 
President—Miss Annie Bess Feebeck, Grady Hospital, Atlanta. 
Secretary—Mr. George R. Burt, Piedmont Hospital, Atlanta. 
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SAFETY WATER MIXING VALVES 








FOR 
HYDRO- 
THERAPY 


Continuous 
Flow Baths 


Baby Baths — Arm and 
Leg Baths 


Control Tables, Surgeon's 
Wash-Up Sinks 


X-ray Developing Tanks 
Individual Shower Baths 


es AS, ey 


KD} 










QUICK 
SERVICE 


by 


Competent Engineers 
in 42 Cities. 








40 YEARS OF SPECIALIZATION IN TEMPERATURE CONTROL 
CHICAGO: 2735 Greenview Ave. NEW YORK: 231 E. 46th St. 


POWERS 
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Hospital Association of the State of Illinois 
President—Mr. J. Dewey Lutes, Ravenswood Hospital, Chicago. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 


Indiana Hospital Association 
President—Mr. Geo. W. Wolf, Lafayette Home Hospital, Lafayette. 
Secretary—Miss Gladys Brandt, Cass County Hospital, Logansport. 


Iowa Hospital Association 
President—Mr. Clinton F. Smith, Allen Memorial Hospital, Waterloo. 
Secretary—Mr. E. C. Pohlman, University Hospital, Iowa City. 

Kansas Hospital Association 
President—Rev. John E. Lander, Wesley Hospital, Wichita. 


r 


Secretary—Dr. John T. Axtell, Axtell Christian Hospital, Newton. 


Kentucky Hospital Association 
President—Miss Agnes O’Roke, Kosair Crippled Children’s Hospital, 
Louisville. 
Secretary—Mrs. Madge Hamnette, Children’s Free Hospital, Louisville. 
Louisiana Hospital Association 
President—Dr. Clarence Pierson, Central Louisiana State Hospital, 
Pineville. 
Secretary—Miss Harriet L. Mather, Southern Baptist Hospital, New 
Orleans. 
Maine Hospital Association 
President—Dr. T. A. Devan, Eastern Maine Gen. Hospital, Bangor. 
Secretary—Miss Margaret Hebut, Gardiner Hospital, Gardiner. 
Manitoba Hospital Association 
President—Mr. J. H. Metcalfe, Portage la Prairie. 
Secretary—Dr. G. S. Williams, Children’s Hospital of Winnipeg. 
Maritime Conference, Catholic Hospital Association 
President—Sister M. Beatrice, St. Martha’s Hospital, Antigonish, N. S. 
Secretary—Sister John Baptist, St. Martha’s Hospital, Antigonish, N. S. 
Michigan Hospital Association 
President—Dr. E. T. Olsen, Receiving Hospital, Detroit. 
Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 
Mid-West Hospital Association 
President—Mr. J. R. Smiley, St. Luke’s Hospital, Kansas City, Mo. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Minnesota Hospital Association 
President—Mr. James McNee, St. Luke’s Hospital, Duluth. 
Secretary—Mr. A. M. Calvin, Midway and. Mounds Park Hospitals, 
St. Paul. 


[138] 














The International Hospital Congress 
At Knocke sur Mer — June 28 - July 3 


The International Council of Nurses 
At Paris and Brussels — July 9-14 





® What a wonderful chance to extend cultural and profes- 
sional horizons! And the expense is little when it is shared 
with staff members and alumnae—groups in the hospital and 
in the city which would profit by having a representative at 
these important meetings. 


® How can these interests be pooled? The individual nurse 
subscribes for THE TRAINED NURSE AND HOS- 
PITAL REVIEW and gains personal value for the money 
spent; her representative attends the meetings and brings 
back a first-hand, glowing account which brightens the work 
for the whole group. 


® The mechanics of the plan are simple. A thirty-five-day 
trip, allowing one free week between conferences for sight- 
seeing in France, the Netherlands, Belgium or Germany, 
plus two days following the conference in London, costs 
$350. As we allow a representative $2.45 on each one-year 
subscription at $3.50, or $2.90 on each two-year subscription 
at $5.00 only 143 subscriptions would defray the cost of the 
whole trip. 


® Or perhaps it is necessary to cover only the cost on the 
steamer as most of us set aside a regular sum for our yearly 
vacation. The round-trip, tourist class, costs from $166.50 
to $184.00, depending upon the vessel selected. This means 
only 68 to 75 subscriptions. If a representative has to with- 
draw at the last moment, the full amount of cash credited to 
her account may be used for any other purpose. 


® Three full months before sailing reservations must be 
made! This is plenty of time to see the project through. 
Write for details and working materials. 


THE TRAINED NURSE AND HOSPITAL REVIEW 
468 Fourth Avenue New York City 
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Mississippi Hospital Association 
President—Dr. J. Gould Gardner, Columbia Clinic Hospital, Columbia. 
Secretary—Dr. Leon S. Lippincott, Vicksburg Sanitarium, Vicksburg. 


Missouri Hospital Association 
President—Mr. E. E. King, Missouri Baptist Hospital, St. Louis. 
Secretary—Mr. W. J. Grolton, Missouri Pacific Hospital, St. Louis. 


Montreal Hospital Council 
President—Dr. L. A. Lessard, Notre Dame Hospital, Montreal. 
Secretary—Dr. A. L. C. Gilday, Montreal General Hospital, Western 
Div., Montreal. 
Nebraska Hospital Association 
President—Dr. F. J. Bean, University Hospital, Omaha. 
Secretary—Miss J. L. MacDonald, Clarkson Hospital, Omaha. 


New Brunswick Hospital Association 
President—Dr. S. R. D. Hewitt, General Hospital, St. John. 
Secretary—Mr. Fred I. Haviland, Box 897, Fredericton, N. B. 
New England Hospital Association 
President—Mr. Scott Whitcher, St. Luke’s Hosp., New Bedford, Mass. 
Secretary—Dr. Albert G. Engelbach, Massachusetts Gen. Hosp., Boston. 
New Jersey Hospital Association 
President—Dr. Guy Payne, Essex County Hospital for Mental Diseases, 
Cedar Grove. 
Secretary—Mr. Charles I’. Dwyer, Newark City Hospital, Newark. 
Hospital Association of the State of New York 
President—Mr. Boris Fingerhood, United Israel-Zion Hospital, 
Brooklyn. 
Secretary—Mr. Julian Funt, Beth Israel Hospital, New York City. 
North Carolina Hospital Association 
President—Dr. R. B. Davis, Greensboro. 
Secretary—Mr. Edward G. Farmer, Carolina General Hospitai, Wilson. 
Northwest Hospital Association 
President—Mr. J. W. Efaw, 5027-42 S. W., Seattle, Wash. 
Secretary—Rev. Axel M. Green, Emanuel Hospital, Portland, Ore. 
Hospital Association of Nova Scotia and Prince Edward Island 
President—Rev. H. G. Wright, Inverness, N. S. 
Secretary— Miss Ann Slattery, B.A., R.N., Dalhousie University, Hali- 
fax, N.S. 
Ohio Hospital Association 
President—Miss Mary A. Jamieson, Grant Hospital, Columbus. 
Secretary—Mr. J. R. Mannix, Lakeside Hospital, Cleveland. 
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What Factor of Safety? 


@ Suddenly we were brought to an abrupt stop by a special 
policeman who stood at the entrance to the bridge. “Slow 
down to ten miles an hour while crossing,” he ordered. 
“Isn’t it safe?” we inquired. “Yes,” he replied, “but not 
extra safe.” In other words, the safety margin of the 
bridge was not very wide. 


@ Drugs have margins of safety, too. Moreover, thanks 
to the pharmacological laboratory, they can be accurately 
determined. The margin of therapeutic safety is the ratio 
of minimum effective therapeutic dose to the minimum 
lethal dose, as determined on animals. The higher the 
ratio, the greater the safety factor, the less the danger 
from an overdose, etc. 


@ You should know the following concerning the three 
hypnotics most extensively used in hospitals today: the 
margin of therapeutic safety of— 


The hypnotic component of ALLONAL............. is 58 
SI pvc nnsaeiny sa eudesbeowewedekadaneees is 27 
gp) eer only 21 


@ Does this revelation not far outweigh any comparisons 
on the basis of price? Is the value of human life not more 
important than value (quite varying, these days) of 
money? This greater safety with Allonal is, in fact, only 
one of several reasons why Allonal should be your routine 
hypnotic. For your overcrowded wards, may we not send 
a free supply? 


Special hospital bottles of 500, 1,000 and 5,000 
tablets, not stocked by the drug trade, can 
be ordered direct from us at special prices. 


HOSPITAL SALES DEPARTMENT 


HOFFMANN-LA ROCHE, INC. NUTLEY, N. J. 
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Oklahoma Hospital Association 
President—Dr. A. J. Weedn, Weedn Hospital, Duncan. 
Secretary—Mr. R. L. Loy, Jr., Oklahoma City General Hospital, Okla- 
homa City. 


Ontario Hospital Association 
President—Mr. R. Fraser Armstrong, General Hosp., Kingston, Ont. 
Secretary—Dr. I. W. Routley, 314 Medical Arts Bldg., Toronto. 
Ontario Catholic Hospital Association 
President—Sister Madeline of Jesus, Ottawa General Hospital, Ottawa. 
Secretary—Sister Margaret, St. Michael’s Hospital, Toronto. 
Hospital Association of Pennsylvania 
President—Miss Jessie J. Turnbull, Elizabeth Steel Magee Hospital, 
Pittsburgh. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
Prairie Catholic Hospital Association 
President—Mother Laberge, Edmonton General Hospital, Edmonton, 
Alberta. 
Secretary—Sister S. Albert, St. Joseph’s Hospital, Winnipeg, Manitoba. 
Hospital Association of Rhode Island 
President—Dr. Harry L. Barnes, State Sanatorium, Wallum Lake. 
Secretary—Mr. Charles M. Hoffman, Miriam Hospital, Providence. 
Saskatchewan Hospital Association 
President—Mr. Leonard Shaw, Moose Jaw General Hospital, Moose 
Jaw. 
Secretary—Mr. G. E. Patterson, General Hospital, Regina. 
South Carolina Hospital Association 
President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Mr. H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—Dr. H. J. Bartron, Bartron Hospital, Watertown. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Southern Methodist Hospital Association 
President—Rev. C. W. Webdell, St. Louis, Mo. 
Secretary—Mr. red Barnett, 406 Wesley Memorial Bldg., Atlanta, Ga. 
Tennessee Hospital Association 
President—Mr. George D. Sheats, Baptist Memorial Hospital, Memphis. 
Secretary—Mr. B. P. Moffatt, Methodist Hospital, Memphis. 
Texas Hospital Association 
President—Mrs. Alice Taylor, All Saints Hospital, Fort Worth. 
Secretary—Miss Ara Davis, Scott and White Hospital, Temple. 
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NEW 


Nareotic Books 


are now available! 


HESE forms devised by the Committee 

on Narcotics of the American Hospital 
Association and approved by the Federal 
Bureau of Narcotics, put your narcotic rec- 
ords on the best possible basis. 


PRICE LIST 
No. 1-NR—Cloth Bound, 200 pages. 
Each, $5.25; 6 or more, each, $5.00 
No. 2-NR—Paper Covers, 28 pages. 
1 Book, 50c; 12 or more, each, 40c 
Form 618—Narcotic Requisitions, books 50 duplicate 
sets, size 4x7. 


2 a caw nce 50c re $2.50 
5 Books for...... $1.50 23 Beeke..06.520.. SS 


DELIVERY PREPAID—There is a slight advance over list 


prices in Texas, Florida and Western States. 








We Have a When Y ou Come to Chicago for the 
SEAN r4ak CENTURY OF PROGRESS— 


RECORD We invite you to visit us at 161 W. Harrison 
St. We will be happy to have you stop in to 
see our plant and to inspect our display of 
hospital forms and systems. 


for Every Hospital 


Purpose 





PHYSICIANS’ RECORD CO. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison Street Chicago, Illinois 
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Virginia Hospital Association 
President—Dr. John Bell Williams, St. Luke’s Hospital, Richmond. 
Secretary—Mr. M. Haskins Coleman, Jr., Johnston-Willis Hospital, 
Richmond. 


Western Hospital Association 
President—Dr. J. Rollin French, Golden State Hospital, Los Angeles. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 
Angeles. 
West Virginia Hospital Association 
President—Dr. Albert G. Rutherford, Welch Hospital, Welch. 
Secretary—Mr. Joe W. Savage, P. O. Box 1541, Charleston. 
Wisconsin Hospital Association 
President—Dr. R. C. Buerki, Wisconsin General Hospital, Madison. 
Secretary—Mr. J. G. Crownhart, State Medical Society of Wisconsin, 
Madison. 
American Association of Hospital Social Workers 
President—Miss Elizabeth Wisner, Tulane University, New Orleans. 
Secretary—Miss Ruth E. Lewis, Washington Univ. Hospitals, St. Louis. 





Would You Like to 
Know About 


NURSING Procedure? 
NURSING Care? 
NURSING Education? 


Then you need 


The American Journal 
of Nursing 
450 Seventh Avenue 
New York City 


Here is my subscription: 
C1] | year $3.00 [7] 2 years $5.00 


IT ae eRe elo eee Wrerentas ae 


DGARESSS eee Ae eae 


























I was satisfactory 
until 


ane) ~ TALS 


came along. / 





But they're out of 


date today! The 
Modern Hospital 


uses the modern way 


LEVERNIER 


PORTABLE FOOT PEDAL 
SOAP DISPENSER 


and 


Germa- Medica 


AMERICA'S FINEST SURGICAL SOAP 


THE SINGLE Levernier Portable Foot Pedal Soap Dispensers are 
; Furnished Without Charge to Hospitals Purchasing 


9 _ q ©*Germa-Medica” Surgical Soap. 
35> eT oe ESN 














HOSPITAL DEPARTMENT 
The HUNTINGTON LABORATORIES 


HUNTINGTON, IND. 
* 
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Technical Bulletins of the 
American Hospital Association 


BULLETIN 
NUMBER CONTENTS PRICE 
a4 ADisinbechion cahter Matias 1Ol «so e.c i leccca 5. osae-vigesc svar coadace a ooo anee led dasteccoionannlens n/c 
Ay MRED cor WOOmuMIteee UOil IOOES 2.5 .c.0sis ars )ocscs hs Rrra ais gore ae aie sales 50c 
48 A Report of Committee on Buildings: Consirucuon, tquipment, and Maite- 
ANGE E Oy oases oineiG & aisle rsiniok od doce ea ee ee emteIn teers Nala ae ee ea wale ad 35¢ 
49 Report of Committee on Laundry tquipment and Supplies (1922)......... Z5€ 
49 A Report of Committee on Laundry Equipment and Supplies (1923) Beaters 25c 
50 Report of Committee on Hospital Forms Pertaining to Annual Reports (1922) 25c 
D0 AUReport.of Commuittee.on: hospital Porms: (1929) 6s. ecco o:c:6:60oo0eeviees 4 oie ISc 
51 Report of Special Committee on Gauze Renovation (1922)......0......... 25c 
51A Report of Committee on Gauze Renovation (1923)............ 000 cee eens 25c 
52 Handling of Narcotics in Hospitals not Maintaining Licensed Druggists... n/c 
55 Report of Committee on Training for Hospital Social Work.............. 50c 
57. Report of Committee on Foods and E quipment for Food Service (1923)... 25c 
58 Special Report of Sub-committee on X-ray Departments and Work........ Z5¢ 
Te ERO SIUC PID a wince ssn ence ren dvnidseeeveveeneveenawres n/c 
60 Report of Special ‘Committee on Cleaning. ..... 200% docces voce cewe Sewanee 50c 
61 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
PRN S A o'S i aca Sails ves los Bante are Tolan o EIS NaleTa iota OE AP eT web 35c 
62 Report of Committee on Foods and Equipment for Food Service (1924).... 25c 
66 Report of Committee on Accounting and Records..............02ceeeceee 50c 
68 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
Bae ATO RII 5 Fasc anna siere ecto wis aim ts wR nes ATSIRNS Slsl WSO AIG BUR Gere © SUISSE erste NaS 50c 
69 “Report ot Committee on County ‘Hospitals. ... 0... 06. cscsecseeesceecoce eens 50¢ 
73 Report of Committee on Out-Patient Work (1928).................... « Sue 
76 Report of Committee on Hospital Organization and Management (1930) .. . ove 
77 +Report of Committee on Postmortem Examinations (2950). ec sce. s 00 ove 50c 
78: sReoort- or Library Committee (C1950) eo ios oe cece. cwis ovo cea edaesied pe ecwnes n/c 
79 *Reportot Out-Patient Committee C9380) «6. vs.s acs osce ie dare sci os eee bie we ses 50c 
80 Report of Committee on Hospital Planning and Equipment (1930)........ 50c 
81 Report of Committee on Fire Insurance Rates (1931).................00: 50c 
S82 Report of Conmmiutteeon, Autopsies CI9S2) os occ cnc ccs ceve tees od veweewews 50c 
83 Report of Legislative Reference Committee (1931)...............0+eeeee 50c 
84 “Report ot ‘Commiutteeon Narcotics GIIGD) 5.0.6. censsceiiee.0.as reese cowie es 50c 
85 Report of Committee on Public Health Relations (1931)................. 50c¢ 
86 Report of Committee on Hospital Planning and Equipment (1931)......... 50c 
87 “Report of Out-Patient ‘Committee’ (1931) icc coc ccainececacewess este see ees 50c 
88 Report of Committee on Hospital Organization and Management (1931)... 50c 
89 Report of Committee on Employees’ Retirement (1931).................. 50c 
90 Report of Committee on Simplification and Standardization of Furnishings, 
SUP DIES; “ANG “MOUIOIMIEHE “CLOG c.4.0cs o:0e o10-0. 46 6-6-orscereisinre ote svoreuneee execs 50c 
91 Report of Committee on Workmen’s Compensation and Liability (1931)... 50c 
93 Report of Committee on Hospital Planning and Equipment (1932)......... 50c 
94 Report of Legislative Reference Committee (1932)...............000000 ee 50c 
95 Report of Committee on Nomenclature in Uniform Staff Organization (1932) 50c 
96 Report of Committee on Bed Occupancy of Hospitals (1932)............. 50c 
07 ‘Report of Comimittee:on Autopsies’ (1982) «0.2/5... ccc coves cee certs eee 50c 
99 Report of Committee on Employees’ Retirement (1932)..............00005 50c 
100: ‘Report of Committee on ‘Clinical Records: (1952)... ac 5s... sccisieie vais eerers 50c 
101 Report of Committee on Workmen’s Compensation and Liability Insur- 
ree! L751 Oe DR ae ate Sm eee rea mes te Sk cP ened eae eredet ene ne erties 50c 
102 Report of Committee on Fire Insurance Rates (1932).................... 50c 
104 Report of Committee on Simplification and Standardization of Furnishings, 
SUPHMES ANG MUCIADOICNE CLOOE)) ni. cererew ieisleckieln's Sissieinieoeslc(e'a 'vinrelarelen ne 50c 
105 Report of Committee to Study Reports of Committee on the Costs of Med- 
Rca GATe MOLARS CAN ae Sec Crate sven esses avai Star stos tire as nise bs brasate nian ase Patroliare 50c 
106 “Report) of OutPatient “Cominitiee CI9GZ))s 0s. 5.cceie aisle bie wre ers crosses 50c 


107. Report of Committee on Hospital Organization and Management (1932).. 50c 
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The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 


patients. 


Circular will be sent upon request 


FRANK A. HA.LiL & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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Rules of Eligibility 


for Membership 


in the 


American Hospital 
Association 


o00006 


Any corporation or association organized for the pro- 
motion of public health or for the care or 
treatment of the sick or injured is eligible 
for Institutional Membership. 


000000 


Persons actively engaged in hospital or public health 
work are eligible for Personal Membership. 


oo0000 


MEMBERSHIP FEES 


Institutional 
Active— Initiation Fee Annual Dues 
for hospitals under 100 beds........ $10.00 $10.00 
for hospitals of 100 to 250 beds...... 20.00 25.00 
for hospitals of 250 beds and over... 30.00 50.00 
Associate— 


$10.00 annual dues for all organizations admitted. 


Subscribing— 
$10.00 annual dues for all organizations not on this continent. 


Personal 
Active—Membership Dues—$5.00. 
Associate—Membership Dues—$3.00. 


AMERICAN HOSPITAL ASSOCIATION 
Eighteen East Division Street, Chicago 
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Announeing 


American and Canadian 


Mospitats 


A complete, accurate, authoritative, useful reference 
book on the hospitals and allied institutions of the 
United States and Possessions, and the Dominion 
of Canada. 


American and Canadian Hospitals gives the following information 
about thousands of hospitals and allied institutions: classification as 
to type; services available; capacity; special departments; ownership 
and control; approvals for internship, residency in a specialty and 
standardization, if any; architect who planned building; affiliations with 
medical schools, if any; comprehensive financial and statistical data; 
history of institution; full names of officers of governing body and 


hospital executives. 


It contains the histories of all the national organizations in and 
allied with the regular hospital field, brief histories of nursing orders 


(both Catholic and Protestant), information on endowments, founda- / 


tions and funds in the regular hospital field, etc. # 
i s , ‘ ‘ 7 
The directory is a quarto volume of approximately Po 
1,200 pages with a gold-stamped fabrikoid binding. 4 
r 4s ‘ 
7 Midwest 
/ Publishers 
7 Co., 1645 


/ Hennepin Ave., 


$10.00 postpaid. 


Prepared and published by 


. . . / 
Midwest Publishers /Z Minneapolis, Minn, 
Company Pi Gentlemen: Enclosed 
1645 Hennepin Ave. 7 find check ( ) money or- 
Minneapolis, Minnesota der COR Rc cweaes for 

Edited by James Clark Fifield under 7 which please send me ..... “s 
the direction and supervision of P copies of the book AMERICAN 
e e and CANADIAN HOSPITALS. 
American Hospital 7 *" 
2 e Siete. cci.0 So ua upedevague eee ieeed 
Association y wiv 
, MENOOO 365i ntecen wes nenuausedeueores 
ff Cl essence xia terns cakurow eee ee eae 
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GENERAL OFFICERS—1933 
PRESIDENT 


GeorGe F. StepHeNns, M.D., Winnipeg General Hospital, Winnipeg, Man. 
PRESIDENT-ELECT 
First Vick-PRESIDENT 
B. W. Brack, M.D., Alameda County Hospital, Oakland, Calif. 


SECOND VICE-PRESIDENT 
STeEwArT HAMILTON, M.D., Harper Hospital, Detroit, Mich. 


TuHirp VicE-PRESIDENT 





Lake JouNsoNn, Good Samaritan Hospital, Lexington, Ky. 


| be 
TREASURER 
| 

| 


Asa §. Bacon, Presbyterian Hospital, Chicago, Ill. 





Boarp oF TRUSTEES 
GeorGE F. SterHeNS, M.D., ex-officio, Winnipeg General Hospital, Winni- 
peg, Man. 


| NATHANIEL W. FAxon, M.D., ex-officio, Strong Memorial Hospital, Roch- 
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Winrorp H. Situ, M.D., Johns Hopkins Hospital, Baltimore, Md. Term 
expires 1935. 
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A Most Efficient Germiciae 
for Sterilizing Suture Tubes 


ISSOLVE one Kalmerid 
1D) Germicidal Tablet in 
one liter of 70% alcohol. The 
tubes sink in this solution and 
remain submerged. Tablets 
contain 0.$ gram (7% grains) 
potassium -mercuric-iodide. 
Literature sent upon request. 


Bottle of 100 tablets... $3.00 
Less 25 % on 10-bottle kc 
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YOUR STERILIZERS 


What do you get out of them? 


THE OLD CONCEPTION of the proper way to apply steam heat to the 
dressing sterilizer was by the use of a sub-boiler or generator suspended 
underneath the sterilizer. It was filled with water which was heated by a 


steam coil—to regenerate steam with steam. 


IF YOURS IS THIS TYPE... IT WILL PAY TO CHANGE... 
The boiler had to be kept filled with water which sometimes exhausted before 
sterilization was complete. The various steam, water, drain and water gauge 
connections were all potential sources of leakage. Periodically the boiler or 
generator had to be taken down and cleaned. A period of 15 minutes to 
half an hour or more was necessary for heating up at the start. For each 
sterilization more water had to be added and a fresh start made. 


All of this was before American engineers had perfected 
dependable reducing valves by means of which the boiler 
steam can be hooked up safely—direct to the sterilizer. 


MODERN SYSTEMS USE DIRECT STEAM ... Now the old system, 
highly inefficient and full of troubles for the operator, can be replaced inex- 
pensively. Boiler steam can be turned directly to the sterilizer through a 
two-range regulator valve which supplies automatically and very accurately, 
pressure at 15 lbs. for rubber gloves, or 19 lbs. for other fabrics, almost in- 
stantly—eliminating delays in heating and all troublesome details of operating 
and servicing the boiler. 


INVESTIGATE THE COST . . .This new equipment saves a great deal 
of time and enormously simplifies the operation of sterilizers. It can be 
applied to any make of pressure steam sterilizer for surgical work. A card to 
our service department, specifying the size and make of your sterilizer, will 
bring you details of the equipment and the cost. 


AMERICAN STERILIZER COMPANY 
b208 PLUM ST., ERIE. PENNS YEVANEA 
EASTERN SALES OFFICE: 200 Fifth Ave., New York City 

CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Calgary and Winnipeg 

















